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Obiter Dicta 


It Could Happen Here 


HE tragic fire which destroyed a hospital at 
Effingham, IIl., with the loss of at least 65 lives, 

is one of the worst disasters ever to befall an active 
treatment hospital on this continent. In actual loss of 
life it is placed second to the Crile Clinic disaster of some 
twenty years ago, but in that case most of the deaths 
were due to toxic fumes from the burning nitro-cellulose 
films carried throughout the building by the ventilation 
system. (It was because of that incident that the modern 
safety film came into general use.) Reports on official 
investigations of the Illinois fire have not yet come to 
hand, but factors in the disaster apparently were a 90-year 
old building with wooden floors and a wooden laundry 
chute through which the flames spread. The Illinois Fire 
Marshal is reported as blaming the rapid spread to (a) a 
cellulose-type of sound insulation on ceilings and down 
the hallway walls; (b) open stairways; (c) some fresh 
painting and varnishing; and (d) oil cloth wall covering. 
Could this happen here in the case of our older build- 
ings of combustible construction? Some of our provinces 
do not permit patients to be accommodated above the 
second floor if the building is not highly fire resistant 
(so-called “fireproof”). At least four provinces, how- 
ever, have no regulations on this point. In Effingham, 
patients were on the third floor. Most, if not all, of the 
Provinces have powers of inspection. In one province, 
all hospitals are inspected twice yearly; in others, on an 
annual basis. The inspection covers fire escapes, fire 
fighting equipment and other details. In certain provinces 
the regulations on fire precautions are excellent. In one 
Province city inspections are delegated to the local in- 
spectors, rural hospitals being inspected by the staff of the 
Fire Marshal’s office. In another province urban inspec- 
tions are made by provincial inspectors with officers of the 
local Department. Although a letter from the Provincial 
Fire Marshal in one province indicated adequate mach- 
Inery to control the situation, it is of interest to note 
that the Director of Hospital Services in that province, 
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in his 1948 Report received in the same mail, stated: 
“Structural and other defects in certain of our hospitals 
have created fire hazards which are of great concern to 
our Division, and to the Provincial Fire Marshal and his 
Deputy . . . The danger to the life of patients in certain 
of our hospitals is so great from existing fire hazards as 
to justify at least weekly inspections by Fire Prevention 
officials.” Another Provincial Fire Marshal writes, “Old 
brick wooden joisted buildings with open shafts are a 
positive danger and only replacement with modern fire 
resistive construction will clear up the situation.” 

While some of the provinces do not interfere very much 
with old buildings, they all.seem to be quite rigid about 
new construction, insisting upon a high degree of safety 
in the proposed plans. 

One might conclude with reason that a holocaust like 
this could not occur here in hospitals of recent con- 
struction. Also, in some of the provinces with rigid 
inspections and controls, it would be highly improbable 
that such a loss of life would occur in hospitals of wood 
and brick construction, although complete destruction of 
property would be quite possible. In other parts of 
Canada, however, it would be a rash person .indeed who 
would say, “It could not happen here”. It could—and 
with appalling suddenness. 


a 


The Ethical Directives 
for Catholic Hospitals 


LSEWHERE in this issue we print the Ethical and 
Religious Directives recently announced by the 
Catholic Hospital Association of the United States 

and Canada. For some years the Association has had a 
surgical code which has been closely followed by the 
Catholic hospitals. A number of dioceses have worked 
out and adopted more general codes of ethics, and it was 
with the thought of meeting these broader needs in other 
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dioceses that the Association has undertaken this task. 
Father Gerald Kelly, S.J., whose articles on points of 
ethics have been featured in recent issues of Hospital 
Progress, undertook this responsibility a year or so ago 
in co-operation with a number of authorities on matters 
of ethics. The sections are much more intensive in their 
coverage than was the former Surgical Code. Guidance 
is now available on the ethical factors of such subjects as 
artificial insemination, odphorectomy or irradiation of the 
ovaries in treating carcinoma of the breast, sterility tests, 
lobotomy and narcotherapy; on baptism and such sacre- 
ments as Holy Communion, the Eucharistic fast, confes- 
sion, Holy Viaticum, and Extreme Unction; on the dis- 
posal of amputated members and the dead foetus. 

The Catholic Hospital Association will have this Code 
printed in pamphlet form for the use of Sisters, doctors, 
nurses and others. The Directives will be of interest not 
only to staffs of Catholic hospitals but to all who care 
for Catholic patients in any hospital. 


a 


The Use of Antabuse 


ONSIDERABLE press publicity has been given in 
recent weeks to the use of a preparation called 
antabuse as a treatment for chronic alcoholism. 

The impression is being gathered by many that this sub- 
stance is a wonder drug which will work miracles in 
overcoming a condition in which treatment hitherto has 
been none too satisfactory. Coming at a time when the 
consumption of alcohol has risen to unprecedented levels, 
and when chronic alcoholism is being recognized as one 
of our more serious social and health problems, there 
is a grave possibility that this drug may be used without 
adequate realization of its possible effects upon the 
recipient. 

Attention was called to this drug, tetraethylthiuram 
disulphide, by Dr. Jacobsen, Dr. O. Martensen, Larsen, 
and others of Copenhagen, who got excellent results with 
a series of cases under their care.* From 1 to 1.5 gm. of 
the drug was administered and 0.5 gm. given daily with a 
warning of what would happen if alcohol be taken. As 
the treatment proceeds the patient finds that less and less 
alcohol is sufficient to give him an unpleasant reaction. 
Psychoneurotics have not responded well, and those with 
serious psychic disorders not at all. The reactions are 
quite alarming. The patient becomes intensely flushed, 
there is strong pulsation in the neck, possibly severe 
headache, rapid pulse, low blood pressure and dyspnoea. 
After large doses he becomes nauseated and the diastolic 
pressure may be undiscernible. Later he becomes drowsy. 

Dr. R. G. Bell, director of the Shadow Brook Health 
Foundation near Toronto, and H. Ward Smith, Ph.D., of 
the University of Toronto, have investigated this drug 
and find other symptoms not noted by the Danish invest- 
igators. Some of their cases have been affected by 
tenesmus and mild diarrhoea, unusual fatigue, and un- 
pleasant breath. One patient required artificial respira- 
tion.f Dr. Jacobsen has recommended that any doctor 
considering the use of antabuse should first try it on 
himself. The Toronto group did this and will not forget 
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the experience. Writing in the same issue of the 
Canadian Medical Association Journal, Prof. J. K. W. 
Ferguson states: “The severity of the cutaneous vasodi- 
atative which follows the ingestion of a few ounces of 
whisky after a course of antabuse must be seen or felt to 
be appreciated . . . As yet no antidote has been discovered 
which will abort an unusually severe reaction. What 
would happen to a patient with cardiovascular disease who 
was subjected to this reaction is still a matter for specula- 
tion...In the meantime it should be recognized as 4 
potential hazard to life in some circumstances”.= An acci- 
dent has been reported in the Danish press. Bell and 
Smith consider “that it would be extremely dangerous to 
give antabuse to any person under the influence of aleo- 
hol. It should not be given to ‘sober up’ an alcoholic,” 















* Treatment of Alcoholism with a Sensitizing Drug, 
“Lancet”, 255: 1004-5, 1948. 

Hold, J., Jacobsen, E., and Larsen V.: Acta Pharm. et 
Toxicol., 4:285, 1948. 

+ Preliminary Report on Clinical Trials of Antabuse, R. G, 
Bell, M.D., and H. Ward Smith, Ph.D., C.M.A.J., 60:3, 
March, 1949. 

ft Ibid. P. 295. 
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World Medical Association Bulletin 
Volume 1: Number 1 


4 NEW medical publication which should fulfil a 







valuable function is the World Medical Association 

Bulletin which was established in Geneva last 
September. The purpose of the Bulletin will be to review 
the work of the World Medical Association and to reflect 
world medical opinion and development. In its initial 
editorial, the editor, Dr. Morris Fishbien of Chicago, 
states that: “The Bulletin is not to be another medical 
journal. Its purpose is wholly in the field of medicine as 
related to social advancement, to government, to war and 
fo the standards of medical care.” Dr. Fishbein is sup 
ported by a Board of nine collaborating editors from 
various countries, one of the members being Dr. H. E. 
MacDermot, editor of the Canadian Medical Association 
Journal. 

This initial issue contains a number of important 
articles published in three parallel columns — English, 
French and Spanish. One deals with “War Crimes and 
Medicine”, dealing with the German betrayal during the 
War and a restatement of the ethics of medicine. This 
lengthy castigation of the inhuman and unprofessional 
practices of these German physicians had been adopted by 
the General Assembly in September last. A valuable 
article on the “Aims and Objects of the World Medical 
Association” was contributed by Dr. T. C. Routley, 
general secretary of the Canadian Medical Association and 
chairman of the Council of the W.M.A. The next meet- 
ing of the General Assembly will be held in London, Eng, 
in October of this year under the direction of the 
president-elect, Dr. Charles Hill, secretary of the British 
Medical ‘Association. 

We wish for this new journal, as for its sponsoring 
organization, a long and illustrious career. 
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Ethical and Religious Directives 
for Roman Catholic Hospitals 


HESE Directives have been prepared under the auspices of the 
(cast Hospital Association of the United States and Canada for 
the guidance and benefit of Catholic hospitals in those Dioceses 
which do not now have official Codes of Medical and Hospital Ethics. 
These Directives do not constitute a code of ethics and do not have 
authoritative status in any Diocese unless and until the Most Reverend 


Ordinary so directs. 


Introduction 
Responsibility of 
Hospital Authorities 

Catholic hospitals exist to render 
medical and spiritual care to the sick. 
The patient, adequately considered and 
inclusive of his spiritual status and 
his claim to the helps of the Catholic 
religion, is the primary concern of 
those entrusted with the management 
of Catholic hospitals. Trustees and 
administrators of Catholic hospitals 
understand this responsibility towards 
each patient whom they accept to be 
seriously binding in conscience. 

A partial statement of this basic 
obligation is contained in the present 
Code of Ethical and Religious Direc- 
tives. All who associate themselves 
with a Catholic hospital, and particu- 
larly the members of the medical and 
nursing staffs, must understand the 
moral and religious obligations bind- 
ing on those responsible for the 
Management and operation of the 
hospital, and must realize that they 
are allowed to perform only such acts 
and to carry out only such procedures 
as will enable the owners and adminis- 
trators to fulfil their obligations. 


Vitality of Code 

The principles underlying or ex- 
Pressed in this code are not subject 
to change. But in its applications of 
Principles the code can and should 
Stow and change as theological investi- 
gation and the progress of medical 





For notes of explanation and_refer- 
ence see “Hospital Progress”, March, 
1949; page 70. 

Reprinted from “Hospital Progress” 
March, 1949. 
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science open up new problems or 
throw new light on old ones. 


Extent of Prohibitions 

As now promulgated, this code 
prohibits only those procedures which, 
according to present knowledge of 
facts, seem certainly wrong. In ques- 
tions legitimately debated by theolo- 
gians, liberty is left to physicians to 
follow the opinions which seem to 
them more in conformity with the 
principles of sound medicine. 


Solutions of Doubts 

Cases can arise in which the 
morality of some procedure is doubtful, 
either because the code does not seem 
to cover the case or because the appli- 
cation of the code is not clear. In 
such cases, consultation is obligatory, 
if possible; and the hospital reserves 
the right to insist on this and to choose 
or to approve the consultants. In 
urgent cases that allow no time for 
consultation, the physician in charge 
should do what seems most proper to 
his own conscience. Having done 
what he honestly judges best in such 
an emergency, the physician has no 
just cause for anxiety of conscience; 
but he should refer the matter to the 
hospital authorities to obtain guidance 
for future emergencies of the same 
nature. 


Section One 
Ethical Directives 


These directives concern all patients 
in this hospital, regardless of religion, 
and they must be observed by all 
physicians, nurses, and others who 
work in the hospital. 


General Directives 

1. Even the procedures listed in this 
section as permissible require the con- 
sent, at least reasonably presumed, of 
the patient or his guardians. 

This condition is to be understood 
in all cases. 


2. Everyone has the right and the 
duty to prepare for the solemn moment 
of death. Unless it is clear, therefore, 
that a dying patient is already well- 
prepared for death, as regards both 
temporal and spiritual affairs, it is the 
physician’s duty to inform, or to have 
some responsible person inform, him 
of his critical condition. 

3. Adequate consultation is required, 
not only when there is doubt concern- 
ing the morality of some procedure (as 
stated in the Introduction), but also 
with regard to all procedures involving 
serious consequences, even though 
such procedures are listed in this 
code as permissible. The hospital re- 
serves the right to insist on such 
consultation. 


4. The physician is required to state 
definitely to the supervisor of the de- 
partment concerned the nature of the 
operation he intends to perform or of 
the treatment he intends to give in the 
hospital. 

5. All structures or parts of organs 
removed from patients must be sent 
at once and in their entirety to the 
pathologist for his examination and 
report. If the physician requests it, 
the specimens will be returned to him 
after examination. 


(Norte: In the event of an operation 
for the removal of a diseased organ 
containing a living foetus, the foetus 
should be extracted and baptized be- 
fore the excised organ is sent to the 
pathologist. ) 


Directives Concerning 
Specific Procedures 
The principles given here cover 
most, if not all, of the ethical problems 
likely to arise in hospital practice. The 
” 
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lists of practical applications are 
limited to those cases which seem 
either specially difficult or of most 
frequent occurrence. 


I. PROCEDURES THAT INVOLVE 
SERIOUS RISK TO, OR 
DESTRUCTION OF, LIFE. 


A. Principles 


1. The direct killing of any innocent 
person even at his own request, is 
always morally wrong. (Any proce- 
dure whose sole immediate effect is 
the death of a human being is a direct 
killing. ) 

2. Risk to life and even the indirect 
taking of life are morally justifiable 
for proportionate reasons. (Life is 
taken indirectly when death is the 
unavoidable accompaniment or result 
of a procedure which is immediately 
directed to the attainment of some 
other purpose, e.g., the removal of a 
diseased organ.) 

3. Every unborn child must be con- 
- sidered as a human person, with all 
the rights of a human person from 
the moment of conception. 

B. Particular Applications 

1. Abortion 

(a) Direct abortion is a direct kill- 
ing of an unborn child, and it is never 
permitted, even when the ultimate pur- 
pose is to save the life of the mother. 
Neither eclampsia, nor hyperemesis 
gravidarum, nor any other condition 
of pregnancy constitutes an exception 
to this prohibition. (Every procedure 
whose sole immediate effect is the 
termination of pregnancy before via- 
bility is a direct abortion.) 

(b) Operations, treatments, and 
medications during pregnancy which 
have for their immediate purpose the 
cure of a _ proportionately serious 
pathological condition of the mother 
are permitted, even though they in- 
directly cause an abortion, when they 
cannot be safely postponed until the 
foetus is viable. 

(c) Regarding the treatment of 
haemorrhage during pregnancy and 
before the foetus is viable: No proce- 
dure which is primarily designed to 
empty the uterus is permissible unless 
the physician is reasonably sure that 
the foetus is already dead or already 
detached; procedures which are pri- 
marily designed to stop haemorrhage 
(as distinguished from those designed 
to empty the uterus) are permitted 
in so far as they are necessary, even 
to the extent of risking an abortion. 
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In this case the abortion would be 
indirect. 

2. Caesarean Section for the re- 
moval of a viable foetus: 

(a) is permitted, even with some 
risk to the life of the mother, when 
necessary for successful delivery; 

(b) is likewise permitted, even with 
some risk for the child, when necessary 
for the safety of the mother. 

3. Cranial operations for the destruc- 
tion of foetal life are forbidden. 
Operations designed to increase the 
infant’s chance to live (e.g., aspira- 
tion for hydrocephalus) are permitted 
even before delivery when such opera- 
tions are required for successful 
delivery. 

4. Ectopic Pregnancy 

(a) Any direct attack on the life 
of the foetus is morally wrong. 

(b) The affected part of an ovary 
or Fallopian tube may be removed, 
even though the life of the foetus is 
thus indirectly terminated, provided 
the operation cannot be postponed 
without notably increasing the danger 
to the mother. 

5. Euthanasia in all its forms is 
forbidden. 

(a) The failure to supply the or- 
dinary means of preserving life is 
equivalent to eithanasia. 

(b) It is not euthanasia to give a 
dying person sedatives merely for the 
alleviation of pain, even to the extent 
of depriving the patient of the use of 
sense and reason, when this extreme 
measure is judged necessary. Such 
sedatives should not be given before 
the patient is properly prepared for 
death (in the case of a Catholic, this 
means the reception of the Last Sacra- 
ments); nor should they be given to 
patients who are able and willing to 
endure their sufferings for spiritual 
motives. 


6. Hysterectomy, in the presence of 
pregnancy and even before viability, 
is permitted when directed to the re- 
moval of maternal pathology which 
is distinct from the pregnancy and 
which is of such a serious nature that 
the operation cannot be safely post- 
poned till the foetus is viable. (Con- 
cerning hysterectomy in the absence 
of pregnancy, see II, B, 4.) 

7. Post-mortem examinations must 
not be begun until real death is morally 
certain. 

8. Premature Delivery 

For a very serious reason labour 
may be induced immediately after the 


foetus is viable. In a __ properly 
equipped hospital the foetus may some. 
times be considered viable after 26 
weeks (6 calendar months); other. 
wise, 28 weeks are required. 

9. Pregnancy Tests 

In all cases in which the presence 
of pregnancy would render some pro- 
cedure illicit, the physician must make 
use of such tests and consultations as 
may seem necessary. 

10. Radiation therapy of the 
mother’s reproductive organs is not 
permitted during pregnancy unless its 
use at this time is an indispensable 
means of saving the mother’s life by 
suppressing a threatening pathological 
condition, and not by attacking the 
foetus. 


II. PROCEDURES INVOLVING 
REPRODUCTIVE ORGANS AND FUNCTION 


A. Principles 

1. The unnatural use of the sex 
faculty (e.g., masturbation) . is never 
permitted, even for a laudable purpose. 

2. Continence, either periodic or 
continuous, is the only form of birth 
control not in itself morally objection- 
able. 

3. Procedures that induce sterility 
(partial or total; temporary or per- 
manent) are permitted only on these 
conditions: (a) they must be imme- 
diately directed to the cure or diminv- 
tion of a serious pathological condi- 
tion for which a simpler remedy is 
not reasonably available; and (b) the 
sterility itself must be an unintended 
and unavoidable effect. 


B. Particular Applications 

1. Artificial insemination of a woman 
with semen of a man who is not her 
husband is morally objectionable. 
Likewise immoral is insemination even 
with the husband’s semen, when the 
semen is obtained by means of mastur- 
bation or unnatural intercourse. Ad- 
vising or co-operating in these practices 
is not allowed in this hospital. 

2. Castration, surgical or other- 
wise, is permitted when required for 
the removal or diminution of a serious 
pathological condition, even in other 
organs. Hence: 

(a) odphorectomy or irradiation of 
the ovaries may be allowed in treating | 
carcinoma of the breast and metastasis | 
therefrom; 

(b) orchidectomy is permitted in 
the treatment of carcinoma of the 
prostate. 

In all cases the procedure least 
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harmful to the reproductive organs 
should be used, .if equally effective 
with other procedures. 


3. Contraception. All operations, 
treatments, and devices designed to 
render conception impossible are 
morally objectionable. Advising, ex- 
plaining, or otherwise fostering con- 
traceptive practices is not allowed in 
this hospital. 


(Note: Continence is not contracep- 
tion. A physician is entitled to advise 
and explain the practice of periodic 
continence to those who have need of 
such knowledge. ) 


4. Hysterectomy, in the absence of 
pregnancy. 

(a) Hysterectomy is permitted when 
it is sincerely judged to be the only 
effective remedy for prolapse of the 
uterus, or when it is a necessary means 
of removing some other serious 
pathology. 


(b) Hysterectomy is not permitted 
as a routine procedure after any 
definite number of caesarean sections. 
In these cases the pathology of each 
patient must be considered indivi- 
dually; and care must be had that 
hysterectomy is not performed as a 
merely contraceptive measure. 

(c) Even after the childbearing 
function has ceased, hysterectomy is 
still a mutilation, and it must not be 
performed unless sound medical rea- 
sons call for it. 


(Concerning hysterectomy during 
pregnancy, see I, B, 6.) 

5. Sterility Tests involving the pro- 
curement of the male specimen by 
masturbation or unnatural intercourse 
are morally objectionable and are not 
allowed in this hospital. 


III. OTHER PROCEDURES 
(i.e., everything not included 
in I or Il). 


A. Principle 


Any procedure harmful to the pa- 
tient is morally justified only in so far 
as it is designed to produce a propor- 
tionate good. 


Ordinarily the “proportionate good” 
that justifies a directly mutilating 
procedure must be the welfare of the 
patient himself. However, such things 
as blood transfusions and skin grafts 
are permitted for the good of others. 
Whether this principle of “helping the 
neighbour” can justify organic trans- 
Plantation is now a matter of discus- 
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Many Lose Lives in Hospital Fire 


Smoke and flames shot upward as fire raged through St. Anthony’s 
Hospital in Effingham, Ill., during the night of April 5th. It was the 
second worst hospital fire in U.S. history, the first being the Cleveland 
Clinic tragedy in 1929 when 125 persons lost their lives. Of the esti- 
mated 124 patients and staff at St. Anthony’s, at least 65 are reported 


as dead. 


Intensity of the heat thwarted the efforts of rescuers as 


the fire, which started in the basement, spread rapidly through the 
wooden laundry chutes and floors and engulfed the three-storey 
building in flames. (See Editorial page 27.) 





sion. Physicians are asked to present 
practical cases for solution, if such 
cases exist. 


B. Particular Applications 

1. Appendectomy: The removal of 
an apparently healthy appendix while 
the abdomen is open for some other 
reason may be allowed at the discre- 
tion of the physician. 

2. Lobotomy is morally justifiable 
as a last resort in attempting to cure 
those who suffer from serious mental 
illness. It is not allowed when less 
extreme measures are reasonably avail- 
able or in cases in which the proba- 
bility of harm outweighs the proba- 
bility of benefit. 

3. Narcotherapy: The use of narco- 
sis (or hypnosis) for the cure of mental 
illness is permissible with the consent 
at least reasonably presumed of the 
patient, provided due precautions are 
taken to protect the patient and the 
hospital from harmful effects, and 
provided the patient’s right to secrecy 
is duly safeguarded. 

4. Uterine Malpositions: Operations 
devised to correct uterine malpositions 
(e.g., ligamentary suspensions) with- 
out interfering with the normal 
physiology of the uterus or rendering 
the patient sterile are permitted. If 
these procedures induce sterility the 
principles of Section B (above) must 





be applied, and _ consultation is 


obligatory. 


Section Two 
The Religious Care of Patients 


I. BAPTISM 


1. Except in cases of emergency 
(i.e., danger of death), all requests 
for baptism made by adults or -for 
infants should be referred to the chap- 
lain of the hospital, who will see that 
the prescriptions of canon law are 
observed. 

2. Even cases of emergency should 
be referred to the chaplain or to some 
other priest if one is available. If a 
priest is not available, anyone having 
the use of reason can and should 
baptize. 

3. When emergency baptism is con- 
ferred, the fact should be noted on the 
patient’s chart, and the chaplain 
should be notified as soon as possible 
so that he can properly record it. 


II. THE OTHER SACRAMENTS 


1. It is the mind of the Church that 
the sick should have the widest pos- 
sible liberty to receive the sacraments 
frequently. The generous co-operation 
of the entire hospital staff and per- 
sonnel is requested for this purpose. 

(Concluded on page 106) 
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Aerial View of Pavilions on Border of Small Lake. 


A Laheside Lodge {or Post-Sanatorium 
Rehabilitation of Velerans 


ESTERN Counties Veterans’ 
Lodge, which was established 
by the Department of Veter- 
ans Affairs as a post-sanatorium reha- 
bilitation centre in 1947, is located 
half a mile south of Westminster 
Hospital, in London, Ontario. Patients 
admitted to the Lodge are male 
veterans who have suffered from 
various stages and forms of tubercu- 
losis. They may come directly from 
a sanatorium, or they may possibly 
have been discharged for several 
months, and even have been holding 
a position, but require treatment along 
one or more aspects of rehabilitation. 
The Lodge is comprised of eleven 
buildings which include an administra- 
tion building, treatment building and 
recreational hall, a workshop, and 
eight pavilions. The latter, each 
accommodating 24 patients, are ar- 
ranged to form the upstroke of a “U” 
—four pavilions on each side. The 
recreation hall is at the curve of the 
“U”’, and in the hollow is a ravine 
which serves as an outdoor amphi- 
theatre. At the open end is a small 
lake. 
Construction 
With the exception of the workshop, 
all buildings have a cement foundation 
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and full basement. The administration 
building and the treatment building 
are heated by separate plants—the 
administration building by steam, and 
the treatment building by hot water 
which also heats the adjacent work- 
shop. The pavilions are heated by 
their own oil burners and _ have 
separate oil burners and domestic 
heaters for hot water. 

The administration building and 
pavilions are built of clapboard with 
interior partitions of plaster board. 
Floors in the pavilions are linoleum 
covered and those in the administra- 
tion building are of mastic tile, with 
the exception of the kitchen which is 
terrazzo throughout. 

The workshop is an asbestos shingle 
building with maple hardwood floors 
and plaster board partitions dividing 
the three workshops. The only brick 
structure is the freatment building 
which contains the swimming pool and 
recreational hall. Rooms and _ parti- 
tions are finished with plaster. All 
buildings have asphalt shingled roofs. 

The pavilions are comfortably fur- 
nished, each having a spacious living 
room with open stone fireplace and 
a screened porch along one side. As 
well as the offices in the administration 


building, there is a central dining- 
room, billiard room, bowling alleys, 
canteen, library, and reception rooms, 


Rehabilitation Treatment 

Dr. Barclay McKone, medical 
superintendent of the Lodge, defines* 
rehabilitation in the case of tuberculous 
patients as “treatment of the patient 
until he may ultimately reach the 
maximum physical, mental, social, 
economic, and vocational capacity for 
future occupation and social security. 
Most patients may eventually lead 
normal lives and become normal 
citizens. 

“In order to treat the patient from 
the medical standpoint, he must be 
taught not only what tuberculosis is 
and how to take the rest cure, but his 
social problems should be settled, for 
example, relationship with family and 
friends. The family should be edv- 
cated along such lines as the part that 
should be played by them in treating 
the patient.” It is considered that “a 
patient is improperly rehabilitated 
when he requires work in excess of 
his physical capacity in order to sus 
tain an economic status compatible 


*From an article by Dr. McKone im 
“The Canadian Nurse”, December, 1948. 
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with life as a good citizen. Vocational 
guidance is necessary to assist the 
patient in choosing a suitable occupa- 
tion.” 

An attempt is also being made to 
begin rehabilitation when the patient 
is first admitted to a sanatorium by 
discussing with him, even briefly, his 
plans for the future. In cases where 
this procedure has been applied, 
patients appear to be more relaxed and 
self-assured than those who did not 
have similar discussions. 

Treatment at the Lodge is designed 
to fill the gap after the patient leaves 
the sanatorium, which Dr. McKone 
describes as “that period which is 
usually spent or wasted by the patient 
at home. It covers the period from 
the time the patient leaves the sana- 
torium until he is physically, mentally, 
socially, economically, and vocation- 
ally, adjusted to take his place once 
again in society.” 

He explains further, “A home is 
provided for patients (entirely male 
veterans at the present time) at which 
recreation, studies of all kinds, medical 
care and supervision, and particularly 
pre-vocational exploration, are made 
available. At the same time, it is 
essentially free of the sanatorium 
environment. In order to accomplish 
rehabilitation . . . it is necessary to 
have a staff consisting of doctors and 
nurses, rehabilitation supervisor, chief 
(Concluded on page 103) 
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The Organization of 
CANCER SERVICES 


in Canada 


ONFUSION exists in Canada 
concerning the part played by 
various organizations in the 

cancer field. The following may help 
to clarify this subject. 

There are two national voluntary 
cancer organizations in Canada, the 
Canadian Cancer Society and the 
National Cancer Institute of Canada. 
Provincially there are agencies acting 
for, or on behalf of, the government 
in matters pertaining to the diagnosis 
and treatment of cancer patients. 


The Canadian Cancer Society 


The Canadian Cancer Society was 
incorporated as a national society in 
1938. It is predominantly a lay organ- 
ization and is interested primarily in 
three aspects of the cancer problem: 
(a) education of the lay public in the 
early symptoms of those forms of 
cancer which are amenable to treat- 
ment; (b) welfare problems as they 
apply to the cancer patient, and (c) 
fund-raising for the above purposes 
and for research. There is a national 
board of directors, twenty in number, 
elected annually, with provincial 
representation. The present chairman 
of the board of directors is Dr. J. C. 
Meakins, C.B.E., Emeritus Professor 
of Medicine at McGill University. 

There is a national office which 
administratively helps to co-ordinate 
the work of each of the divisions, of 
which there is one in each province, 
except Manitoba. 


The National Cancer 
Institute of Canada 

The National Cancer Institute was 
incorporated in 1947. The main aim 
of the Institute may be described as 
“the co-ordination of all professional 
and scientific cancer activities in 
Canada”. 

Its present program includes: (a) 
the sponsorship of cancer research; 
(b) the sponsorship of Fellowships 
for cancer research workers; (c) the 
sponsorship of the Canadian Tumour 
Registry in Ottawa; (d) professional 
education; (e) the co-ordination of 


34 


provincial programs for the care of 
cancer patients. 

For its estimated expenditure of 
$350,000 for the year 1949-50, the 
National: Cancer Institute will receive 
funds from the final of three yearly 
instalments from the King George V 
Silver Jubilee Cancer Fund, provin- 
cial grants utilizing federal grants 





Have you found it difficult 
to get the functions of the 
CANCER organizations clar- 
ified The 
explanation on this page will 
be of help to you; it has 
been contributed by O. H. 
Warwick, M.D., Executive 
Director, National Cancer 
Institute of Canada and the 
Canadian Cancer Society. 


in your mind? 











for cancer control, and voluntary 
sources of which the main one is the 
Canadian Cancer Society. 

The organizations represented in 
the National Cancer Institute are the 
Canadian Medical Association, Can- 
adian Public Health Association, 
Canadian Cancer Society, Dominion 
Council of Health, the National Re- 
search Council, the diagnostic and 
treatment agencies of the provinces, 
the National Federation of Univer- 
sities, the Royal College of Physicians 
and Surgeons, Association of Medical 
Colleges of Canada, and the Depart- 
ment of National Health and Welfare. 

Five associate members; scientists 
who might make independent contrib- 
utions to the cancer program, are 
nominated by the sixteen representa- 
tive members from the above men- 
tioned organizations, bringing the 
voting membership to a total of 
twenty-one. The board, consisting of 
five members, is elected annually. 





The affairs of the Institute are under 
the direction of the board of which 
the chairman at the present time js 
Dr. L. C. Simard, Associate Pro. 
fessor of Pathology, University of 
Montreal. 

On June Ist, 1948, the Canadian 
Cancer Society and the National Can- 
cer Institute became affiliated for 
administration purposes under the 
joint executive directorship of Dr, 0, 
H. Warwick. 


Provincial Diagnostic 
and Treatment Agencies 

The medical care of the cancer 
patient is a provincial responsibility, 
In some of the provinces there are 
agencies acting with, or for, the 
government in the care of the cancer 
patient. The utilization of federal 
grants will probably necessitate some 
such organization within each pro- 
vince. 

Provincial agencies are as follows: 
Prince Edward Island: Division of Can- 


cer Control of the Provincial Govern- 
ment. 


New Brunswick: Division of Cancer 
Diagnostic Services of the Provincial 
Government. 

Ontario: The Ontario Cancer Treatment 
and Research Foundation. 


Manitoba: The Manitoba Cancer Relief 
and Research Institute. 


Saskatchewan: The Saskatchewan Can- 
cer Commission. 


Alberta: Division of Cancer Services of 
the Provincial Government. 

British Columbia: The British Columbia 
Cancer Foundation. 


In Nova Scotia and Quebec no pro- 
vincial agencies exist. 


Dr. H. Ansley Appointed 
Director of Health Services 


Dr. Harold Ansley, formerly 
assistant director of health services 
(D.N.H. & W.), has now been ap- 
pointed director. Dr. Ansley has had 
considerable experience in the health 
field having previously been provin- 
cial pathologist and later director of 
epidemology for the Ontario Depart- 
ment of Health. He served with the 
R.C.A.M.C. during the Second World 
War in various positions including that 
of assistant director of hygiene at 
Canadian Army headquarters in the 
Netherlands. In 1946 he joined the 
Department of National Health and 
Welfare. Dr. Ansley also spent some 
time as Director of Laboratories for 
the Newfoundland Government. 
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Personnel Policies 


General recommendations from the 
TOTAL employee-employer 
point of view 


HE term “sub-staff”’ should 
be deleted from our vocabu- 
lary. Since there are many 
different types of work necessary to 


the hospital’s total program, many 
different categories of workers with 


varying qualifications and experience 


are essential. In constructing a 
wheel many “spokes” are necessary 
and each one is of the same import- 
ance. So it is in the functioning of 
a hospital. Formerly there was a 
committee in both the Alberta Associ- 
ation of Registered Nurses and in 
the Canadian Nurses’ Association 
known as “subsidiary workers’ com- 
mittee”, but this year we took steps 
to correct our error and changed the 
name to “auxiliary” workers. Nurses 
hope the term subsidiary will suffer 


the rapid death that its incorrectness’ 


justly deserves. 

At the Western Institute of Hos- 
pital Administrators held in Edmon- 
ton, October, 1947, leaders in hospital 
work from various Canadian pro- 
vinces and from the United States 
spoke warmly in favour of personnel 
policies—in fact, they were consid- 
ered a necessity. Following that 
Institute, the Associated Hospitals of 
Alberta at the 1947 annual convention 
passed the following resolution : 


WHEREAS it is desirable that hos- 
pitals receive guidance regarding per- 
sonnel policies; and 


WHEREAS it is desirable that there 
be a degree of uniformity in personnel 
Policies in comparable hospitals; and 


WHEREAS the nursing profession 
forms a material group of hospital 
personnel; 


THEREFORE BE IT RESOLVED 
that the Alberta Association of Reg- 


_ An address presented at the Assoc- 
uated Hospitals of Alberta Convention 
tm Edmonton, November, 1948. 
Although expressing herself here as 
an individual only, Miss Rogers at the 
time of writing was Registrar of the 


Alberta Association of Registered 
Nurses. 
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istered Nurses be requested to formu- 
late a model outline of personnel pol- 
icies for the consideration of the 
executive of the Associated Hospitals 
of Alberta. 

The model outline was drafted by 
the Alberta Association of Regis- 
tered Nurses, Mr. Gallant and Mr. 
Adshead of the Associated Hospitals 
of Alberta assisting with the detailed 
final revision*. It was then sent to 
the hospital boards and nursing staffs 





E. Bell Rogers, Reg.N., 
Director of Nursing, 
St. Catharines General Hospital, 
St. Catharines, Ontario. 











of each hospital requesting that 
they make a thorough study and come 
to this convention prepared to voice 
opinions. 


Underlying Purposes 


What are the purposes underlying 
personnel policies or, as some term 
it, a manual of information for em- 
ployees? Some of the chief ones 
are: 

1. To provide specific facts for 
employer and employee. 

2. To conserve time for employer 
and employee. (It is far too time- 


*Part I is general information for 
the purpose of orientation. It gives a 
general knowledge of personnel policies 
and suggests procedure. 


Part II outlines suggestions regard- 
ing some of the key topics that should 
form part of your personnel policies. 


Part III outlines certain other “good 
business practices” that should exist 
in hospitals. 


Part IV is composed of sample forms. 


Part V deals with recommendations 
relating to auxiliary workers in hos- 
pitals — chiefly those assisting with 
nursing. 


Although the “model outline” was 
directed toward policies for graduate 
nurses, the content is applicable to all 
other groups of workers in hospitals. 


consuming and, therefore, poor bus- 
iness to outline personnel policies in 
detail, verbally or in writing, for each 
new employee. Frequently too, facts 
may be inadvertently omitted that 
later might cause the employee to be 
dissatisfied and think he or she had 
been treated unfairly.) 

3. To reduce the thousands of 
labour hours lost annually in Canada 
due to lack of understanding be- 
tween management and employees. 

4. To prevent discontent and dis- 
satisfaction arising from inadequate 
information when given verbally or 
by letter. 

5. To prevent problems arising 
and to solve those already in exist- 
ence which are causing. grumbling 
and criticisms within hospitals. 

6. To secure working and living 
conditions that are satisfactory to 
both employer and employee. 

7. To help establish that happy 
working atmosphere within the in- 
stitution—-between employer and em- 
ployee, and among the employees 
themselves—which is essential to 
produce : 

(a) 

(b) 

(c) 

(d) a keen interest and pride in 
one’s work and place of employment. 


a maximum of work; 
a minimum of friction; 
permanency of staff; 


Personnel policies will not solve 
entirely all grievances relating to 
working and living conditions, but 
they should help materially in so 
doing, provided that the making of 
those policies is a joint, co-operative 
effort on the part of both employee 
and employer. If management alone 
arranges the policies and imposes 
them on employees in that dictatorial 
manner still far too common in hos- 
pital circles, they will serve mainly as 
fuel to the flames of employee dis- 
content. 

It has been said that if you want 
to test the results of your personnel 
policies, listen to what your em- 
ployees say; that if unionization 
occurs, it is generally an indication of 
poor personnel policies; and that the 
secret of success in personel relations 
is the carrying out of the Golden 
Rule—“Whatsoever ye would that 
men should do to you, do ye even so 
to them”. 

‘Certain it is, in many instances, 
that the human element is forgotten 
all too frequently. And certain it 
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is that some hospital superintendents, 
both men and women, have a won- 
derful “personnel philosophy” on 
paper but not in practice within their 
own institutions. 

Human beings are surely of more 
importance than material things and 
yet far too frequently the suggestions, 
wishes and requests of employees, 
when presented to the department 
head, yes, and to the superintendent, 
strike a stone wall, as far as cogni- 
zance is concerned. All too often 
employee grievances are not solved 
by those in whom the board of dir- 
ectors has placed trust, nor are they 
brought to the attention of the board. 
Sometimes the hospital secretary 
assumes the right of imposing an 
iron heel on employee requests. At 
times the hospital board of directors, 
being busy men quite apart from 
hospital duties, do not recognize nor 
solve grievances. 

Results of Unsolved 
Employee Grievances 

Two of the immediate results are 
constant staff resignations and un- 
favourable publicity about the hos- 
pital. 

Two of the long term results are 
difficulties in obtaining staff and even 
having to close part of the hospital, 
thus preventing patients being hos- 
pitalized. 

It behooves hospital boards having 
such difficulties to allow time for 
stocktaking. 

Take for example, the matron of 
a small hospital; she is responsible 
for the smooth functioning of the 
entire organization, which not only 
includes nursing, but the laundry, 
housekeeping, supplies, gardening, 
supervision and guidance of all the 
staff, as well as frequently doing 
most of the “business” of the 
hospital. 

Two of the biggest grievances of 
matrons are: 

1. That they have to attend to the 
business of the hospital instead of 
having it delegated to a secretary or 
clerical worker—a full time person, 
not a part-time person. 

2. That the small difference in 
salary between general duty nurses 
and matrons is not adequate compen- 
sation for the great load of respon- 
sibility. 

The result is a marked reluctance 
_on the part of nurses to be “hospital 
matrons”’. 
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Business concerns, because they 
must make commercial profit, have 
realized more fully than hospitals the 
dividends paid through assiduous con- 
sideration of personnel policies and 
through arranging them initially and 
revising them annually with their 
employees. Personnel policies in 
hospitals, if arranged jointly by em- 
ployer and employee, will pay large 
returns, both immediate and future. 

Contact between worker and em- 
ployer is essential in these days when 
people are more articulate and active 
in protesting if not satisfied. 


Basic Considerations 


1. Have your employees been re- 
quested, or given opportunity, to 
work out personnel policies for your 
hospital, using our A.H.A. and 
A.A.R.N. policies as a guide? 

2. Have your employees a channel 
for discussing grievances and do you 














do anything about the grievances 
expressed? Can you __ recognize a 
grievance in embryo, or must you 
wait until it is full grown, and at the 
boiling point, so to speak, before you 
get busy solving it? 

3. Do you have regular conferences 
with employees and with each em- 
ployee who resigns? Do you do 
anything about the grievances ex- 
pressed ? 

4. Do you realize that happy em- 
ployees are messengers of good-will 
and that the hospital will reap un- 
limited dividends in innumerable 
ways? 

The greatest cause of staff turn- 
over is not salary, nor old, unhandy 
buildings, but unhappy atmosphere 





caused by (1) having no attention 
paid to suggestions and requests, (2) 
unnecessary unfairness, and (3) no 
voice in planning. 

Will the establishment of written 
personnel policies settle all hospital 
problems? Definitely not, but they 
will assist. And, too, the principle of 
harmonious, co-operative, employee- 
employer action, that comes into being 
when formulating policies, will also 
assist materially, especially if that 
principle becomes the established 
method of solving problems. within 
the hospital. 

The provincial health survey com- 
mittee will bring to our attention 
many weaknesses in our present hos- 
pital organization and health services, 
If they can see weaknesses, should 
not you and I also? Why not survey 
and analyze your institution with an 
eagle eye and initiate a joint 
employer-employee housecleaning. In 
addition to establishing personnel 
policies, you will benefit if you make 
job analyses and evaluations; prop- 
erly initiate and teach each new 
employee ; introduce in-service train- 
ing; and introduce grievance channels. 


Summary 


1. Employers and employees should 
prepare, jointly, personnel policies, 
either for each individual hospital or 
for all comparable hospitals within 
a certain region. 

2. In this province use the sug- 
gested “personnel policies” drafted 
by our two associations as a guide 
both for procedure and content when 
drafting policies. In drafting these, 
remember that it is necessary to have 
the latest provincial orders-in-council 
respecting employee relations, ¢ 
cetera, at hand for reference. 

3. Be “go-getters”. Introduce not 
only personnel policies, but other 
dividend producing customs as men- 
tioned earlier and as outlined in Parts 
III and V of the personnel policy 
guides. 

4. Some hospitals will prefer to 
follow the custom of several Amer- 


ican hospitals in having one booklet 
printed to include the personnel 


policies for all employees ; others may 
prefer individual booklets. It matters 
little what plan you adopt, so long 
as you get busy on the job; practise 
the Golden Rule and remember (0 
pray to be kept from complacency 
and too great satisfaction with what 
exists today. @ 
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World Medical 


Association 





Studies the MEDICAL PROFESSION 


In Twenty-three Countries 


VALUABLE analysis of 

medical services and of prob- 

lems confronting the medical 
services in the leading countries of 
the world has been issued by the 
World Medical Association. “Special 
Investigation No. 1”, described as a 
“Draft Report on the Medical Pro- 
fession in Twenty-three Countries” 
contains much information of value 
to those interested in a comparison 
of medical practice in different 
countries. 

The information relates to the year 
1947. Unfortunately, certain import- 
ant sections of the world could not 
be included, especially India, Latin 
America, and Russia. 

The W.M.A. has a particular in- 
terest for Canadians, inasmuch as 
Dr. T. C. Routley, general secretary 
of the Canadian Medical Association, 
was chairman of the organizing com- 
mittee of the world body and is now 
the chairman of its general council. 


Medical Man-Power 


Despite frequent statements that 
Canada has insufficient doctors, this 
country is comparatively well sup- 
plied. 














Drs. per 

1000 pop. 
a eee eee 1.03 
UMN hse i cascersiaacecpicees .95 
China 04 
Czechoslovakia .....scsssecesesee .78 
MN 55 das ass cdeotensaes’ 1.05 
France 75 
REPOS SBPIGAIN a.cccsececescesesseces 1.14 
Netherlands .......sccscsccscsseeseses .89 
New Zealand. .........ccccccssesssee 1.03 
SI cic ssairniicipicsiadsinann .93 
Spain .93 
Sweden 95 
Switzerland .........cc:cccsscesessee .95 
MILE StALOS. «..ccsescccsessassceee 1.40 


Jewish Palestine has 3.82, com- 
pletely out of ‘line, and probably due 
to special temporary circumstances. 
Arab Palestine has but .22 doctors. 

It is recommended that, where the 
ratio of medical practitioners to 
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population is less than one per 1000, 
efforts should be made to increase the 
proportion to at least that figure. 


Professional Organization 


Much valuable information is given 
about medical associations, registra- 
tion, and licensure. 

As for membership in the main 
professional organization, the picture 
varies from 100 per cent in Denmark 
(they must be members to collect 
from sick benefit societies) and 98 
per cent in Iceland to 25 per cent in 
China. Canada with 70 per cent of 
potential membership and the United 
States with 69 per cent are compara- 
tively low. 


Hospitals 


The notes on hospitals (here con- 
densed) will be of interest to our 
readers. 

Norway. Almost all are owned 
by state or local authorities. The 
senior physician usually acts as ad- 
ministrator. Large hospitals, how- 
ever, have a superintendent who may 
or may not be medically trained. 
There is a tendency for senior 
physicians or staffs to devote full 
time to the hospital. A few small 
private hospitals exist. 

Sweden. Central government 
maintains university hospitals, two 
large general hospitals, as well as 
mental hospitals. Local authorities 
provide (with the assistance of gov- 
ernment subsidies) most of the gen- 
eral and special hospitals. Only a few 
private hospitals exist. The heads of 
services are usually specialists and 
allowed to do private practice. A 
standard agreement is in effect, regu- 
lating salaries of hospital doctors and 
fees to non-hospitalized, patients. A 
sharp conflict took place before this 
settlement was achieved. A plan is 
being developed to re-organize out- 
patient departments in order to pro- 
vide all necessary care (including 


dental, physical therapy, nurses, and 
midwives) for ambulatory patients 
without charge. 

Iceland. There are some 1200 
beds in 50 hospitals, one-half main- 
tained by the state, one-third by 
municipalities, and the balance by 
private enterprise. The large state 
hospital in Reykjavik is linked with 
the university. Half of the 50 hos- 
pitals are very small (2-5 beds) and 
may be attached. to the residence of 
the public medical officer. 

Finland. Most are owned and 
maintained, largely from taxation, by 
the state and the communes. Every 
rural commune reserves for the use 
of its residents a certain number of 
beds in the “central” hospitals. Ex- 
tensive well-staffed health centres ex- 
ist throughout the country. The 
present medical course requiring 
about ten years is being shortened 
to increase the supply of doctors. 

Czechoslovakia. All hospitals 
are public and are administered 
either by the government or the local 
authorities. Each has a lay board and 
a medical superintendent. Compul- 
sory insurance plans were being 
worked out in 1947 to replace the 
private sick benefit societies. Spe- 
cialists receive government salaries 
though consultants may have private 
practices. 

Bulgaria. Most hospitals are un- 
der the state with a few maintained 
by social insurance funds or by pri- 
vate doctors. There is a national 
scheme of health insurance and doc- 
tors are appointed to certain clinics 
or hospitals for service. 


Egypt. All hospitals are under 
the central government, except for a 
few nursing homes, and treatment is 
free. Hospital staffs are on full or 
part-time basis and are paid by the 
state or the university. Other doctors 
practise privately. All newly qualified 
doctors serve for two years in the 


37 





public health service and then go 
where they are needed. 

Spain. The central government, 
the provinces, and the municipalities, 
maintain the hospitals. A number of 
hospitals owned by charitable organ- 
izations receive municipal aid. There 
is no control of specialist practice 
and there is a compulsory national 
health insurance scheme. 

Netherlands. Hospitals are un- 
der the state, local authorities, religi- 
ous bodies, and private enterprise. 
Local benefit societies are merging 
into a compulsory national scheme. 

China. State and local authori- 
ties are responsible for hospitals. 
General practice is independent of 
state control. (1947 data.) 

New Zealand. Hospitals are 
maintained by city and borough coun- 
cils. However, mental and two spa 
hospitals are under the central gov- 
ernment and 240 hospitals are under 
private enterprise. There is compul- 
sory contributory health insurance. 
‘Doctors are paid either by collecting 
part from the patient and part from 
the government (Token System) or 
by getting all from the patient who 
later receives a portion from the 
government (Refund System). 

France. All public hospitals are 
under local authorities. A few pri- 
vate hospitals exist. A national 


health insurance scheme covers most 
of the population. The patient pays 
the full doctor's fee and claims his 
insurance refund. 

South Africa. The central gov- 
ernment maintains hospitals for 
tuberculosis, leprosy, mental illness, 
and certain infectious diseases. The 
province cares for general and 
chronic illness and the municipality 
looks after some infectious diseases. 
Specialist practice is much like our 
own. There is no national insurance 
but it is under consideration. Ar- 
rangements are being made for free 
hospital care under paid staff doctors. 
A patient may have his own physi- 
cian by paying his fee. 

Denmark. While some of the 
hospitals are under central authority 
and a few under religious direction, 
the majority are maintained by muni- 
cipalities. All persons over 21 are 
required to belong to either a sick 
benefit or an insurance society. Spe- 
cialists must be approved and cannot 
do general practice ; many are on part 
time salary in hospitals. Each county 
has a “central hospital” with special 
departments, which may include a 
diagnostic clinic. 

Switzerland. Public hospitals 
are under the control of cantonal 
governments. There are many pri- 
vate hospitals under religious or 




















A Nursery at the Vancouver General 


In the background of the above picture is shown part of a 
mural in the maternity department of the Vancouver General 
Hospital. Each nursery, with 14 bassinets to a room, is decor- 


ated in this fashion. 


the 1948 annual report of that hospital. 


Pictures similar to this one appeared in 


Illustrations with a 


human touch add much to the publicity value of hospital 
literature. 








charitable direction. Specialist prac. 
tice is controlled. No social security 
plan exists but there is a considerable 
possibility of an early development, 
Much of the population is now pro- 
tected by health insurance. 

Australia. Most public hospitals 
are under state governments ; private 
hospitals are proprietary, under re- 
ligious groups or under the Bush 
Nursing Association of Victoria, 
Specialist arrangements are very 
much as here. Health powers are now 
under the Commonwealth Govern- 
ment which has announced its inten- 
tion to set up a national health 
scheme. There is no “means” test for 
public ward patients, the Common- 
wealth making a six shilling payment 
to the state. 

Eire. Hospitals are maintained 
by local authority and private enter- 
prise. The latter group receives part 
of the earnings from sweepstakes. 
There is a national health insurance 
scheme but no payment is made to the 
medical staff of the hospital provid- 
ing the service. The government is 
sponsoring a Health Bill comparable 
to the British plan. 

The British, American, and Can- 
adian systems are also reviewed. 


Principles and Policies 


The problems facing the profession 
in various countries with respect to 
government controls, contracts, re- 
muneration, freedom of choice, third 
party intervention and restrictions on 
treatment, and other matters are dis- 
cussed at some length in this Report. 
A number of important principles 
which should be considered in any 
plan of health insurance or social 
security are presented. For instance: 

(a) No intervention of third party 
between physician and patient. 

(b) Where medical service is to 
be submitted to control, this control 
should be exercised by physicians. 

(c) Freedom of the physician to 
choose the location and type of his 
practice. 

(d) No restriction of medication 
or mode of treatment by physician 
except in case of abuse. 

(f) Appropriate representation of 
medical profession in every official 
body dealing with medical care. 

Altogether 12 principles were 
adopted by the General Assembly, 
September, 1948, in connection with 
a report on Social Security. 
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INTRODUCTION 


ANS la premiére partie de 

ce modeste travail, nous vou- 

drions marquer |’importance 
du role que joue le visiteur dans 
févolution psychologique du malade 
hospitalisé. 

Et dans la seconde partie, nous 
voudrions parler du 
visiteurs, du traitement courtois des 
visiteurs, ayant toujours en vue le 
bien-étre du malade et la responsa- 
bilité sociale de I’hopital. 

Le sujet est si vaste que cette 
étude ne peut qu’effleurer le pro- 
bléme. 

Approfondir les répercussions du 
physique sur le psychisme et du moral 
sur le physique de celui qui vient a 
l'hopital touché par la maladie, c’est 
sappliquer a rechercher pour une 
part, ce qu'il attend de son entou- 
rage. Il n’y a pas de doute qu'il 
espére d’autrui, plus qu’un service 
matériel ou un soulagement physique. 
S'il demande avant tout du réconfort 
et de la sécurité, c’est de toute son 
ame qu’il aspire, aprés le mot qui lui 
permettra d’espérer : “L’infortuné qui 
pleure a besoin d’espérance,” dit 
Chénier. 

D’ot' lui viendront cette attitude 
fructueuse, cette parole salutaire, ce 
concours amical et spirituel sinon de 
ceux qui, l’intérieur ou de |’extérieur, 
viennent le visiter. Nous mettrons 
donc toutes ces catégories de per- 
sonnes en scéne dans un premier 
chapitre. 

Mais, comme le malade vient avec 
une intention bien arrétée de guérir, 
Phopital ne doit rien épargner pour 
lui assurer, entre mille choses, la 
tranquillité et le repos nécessaires a 
cette fin. Pour atteindre ce but, il 
est un point que nous nous proposons 
@étudier dans ce travail: c’est la 
nécessité détablir l’ordre chez les 
Visiteurs, et cela par un systéme de 
controle. Un second chapitre détaille 
certaines méthodes fondées sur des 
motifs surnaturels de charité. 

D’autre part, comme les visiteurs 
font partie du public avec qui l’hopi- 
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tal doit toujours avoir des relations 
harmonieuses, il faut les traiter avec 
égard et sympathie. Le  troiséme 
chapitre est consacré tout entier a 
cette attitude du personnel hospi- 
talier envers le visiteur. 

De cet exposé nous pourrons con- 
clure que seule la connaissance des 
principes de psychologie peut établir 
’harmonie dans un milieu hospitalier. 
Savoir les appliquer tous les jours est 
de premiére importance. 

Contribuer a la bonne tenue d’une 
Institution, c’est, a n’en pas douter, 
accomplir une oeuvre sociale qui 
porte en elle-méme sa récompense. 


Les VISITEURS VENANT DE 
L’INTERIEUR DE L’HOoPITAL 
La visite du prétre 

Dans tous nos hopitaux, la visite 
du prétre est en grand honneur; elle 
est méme assurée par _ |l’autorité 
ecclésiastique. 

L’aumonier fait ordinairement sa 
visite une fois le jour et on n’hésite 
pas a l’appeler plus souvent, soit au- 
prés de grands malades, soit a la 
demande du malade. Le role bienfai- 
sant du prétre est incontestable: “Le 
prétre a l’honneur de bien des cures 
que notre médication n’a jamais su 
produire’*. Son intervention § gra- 
tuite, basée sur l’unique charité chré- 
tienne, rend son accés aisé. Le ma- 
lade voit dans le prétre un messager 
de confiance, d’espérance, de charité, 
de patience, d’abandon a une volonté 
supérieure a la sienne. Aprés le départ 
du représentant du Christ, le malade 
demeure mieux armé pour lutter con- 
tre son mal. On raconte d’une chi- 
rurgien protestant qu’il avait I’ha- 
bitude de mander le prétre auprés de 
ses patients catholiques, avant 1’in- 
tervention chirurgicale, parce qu'il 
était persuadé que si son malade fai- 


*Dr. Surbled (Morale et Médecin, 
III, page 156). 


sait une bonne confession, sa gué- 
rison était assurée. 


La visite du médecin 

Le médecin est, d’aprés Payen: 
“Cet étre extraordinaire et tout- 
puissant. qui doit allier a l’art de 
guérir celui de consoler”. 

N’a-t-on pas rapproché le role du 
médecin de celui du prétre? Rien de 
surprenant puisqu’il exerce lui aussi 
un apostolat. 

Sa visite est attendue. On a con- 
fiance en son verdict. Si le médecin 
est bien dans son role, il exerce par 
tout son é€tre une impression heu- 
reuse. La bienveillance est empreinte 


“sur ses traits. “La bonté propre du 


médecin est compatissante, douce, 
constante, adaptée au milieu”.f Ajou- 
tons la douceur dans les formules, la 
persuasion dans le langage, une sym- 
pathie vraie et dévouée dans les con- 
fidences qu’il recoit. Car, qu'il ne 
l’oublie pas, “‘c’est encore par le coeur 
qu’il réussira le mieux”’.t 

Le Samaritain penché sur le blessé 
de la route fit beaucoup en versant 
l’huile et le vin sur ses plaies, mais ne 
lui fit-il pas un plus magnifique don 
par sa fraternelle compassion et par 
le témoignage de son coeur plein de 
pitié ? 

Si donc le médecin interroge, per- 
cute, palpe, ausculte, ce n’est pas sur 
le numéro quelconque d’une série ou 
sur un corps sans ame, mais bien sur 
un étre humain, donc intelligent. Sa 
parole et son geste traduisent secréte- 
ment une compréhension et une sym- 
pathie qui établissent entre le malade 
et lui un courant de confiance; cette 
confiance du coup engendre la foi 
dans les ordonnances. Sa visite a un 
effet stimulant. Méme si le malade 
n’a pas fait de progrés, l’assurance 
et la persuasion de son médecin lui en 
donnent I’impression. 

Nous avons mentionné son APos- 
TOLAT. 

Le médecin peut, en effet, au cours 
de la maladie de son client, contribuer 


+Payen, Déontologie. 
tDr. Eugéne Hubert, Le Devoir du 
Meédecin, p. 124. 
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de bien des maniéres 4 améliorer, a 
rétablir certaines situations délicates 
et favoriser ainsi son ascension 
morale. A lui d’étre un conseiller 
averti, un consolateur plein de tact, 
qui ne dise que ce qu'il faut, qui ne 
paraisse jamais pressé, de sorte que 
le malade le sente tout a son pro- 
bléme. 


La visite de l’infirmiére 

La présence de I’infirmiére auprés 
du malade n’est certes pas considérée 
comme une visite. Si nous la faisons 
intervenir dans ce cadre des visiteurs, 
ce n’est que pour décrire son office de 
trait-d’union entre l’entourage et le 
malade lui-méme. Car son role en 
est un de coordination indispensable 
au bien-étre physique et moral du 
malade. 

C'est a elle d’user de psychologie 
auprés du visiteur pour obtenir de lui 
qu’il comprenne les conditions mo- 
rales et physiques du malade. Au 
besoin, elle remédie aux facteurs dé- 
favorables, soit par le réconfort di- 
rect de ses paroles, soit par la cor- 
rection adroite chez les membres de 
la famille de ce qu’ils peuvent ap- 
porter d’agacant ou de déprimant a 
leur hospitalisé. 

Si sa bonne humeur est inépui- 
sable, si elle est toute compréhension, 
tout ménagement, tout réconfort, 
toute douceur, tout sourire, comment 


le malade oserait-il se montrer de 
mauvaise humeur ? 

Les hygiénistes modernes nous 
assurent que l’esprit morose prédis- 
pose aux maladies. L’infirmiére met- 
tra donc tout en oeuvre pour dégager 
l’esprit de son malade des idées som- 
bres que la maladie provoque, pour 
refaire son moral et le raccrocher a 
l’espoir de vivre. 

Toutes ces qualités mettront 1’in- 
firmiére en garde contre l’esprit ap- 


pelé “institutionnel” qui la porterait 


a n’avoir aucun intérét pour les 
antécédents du malade et a le con- 
sidérer comme un cas plutot qu’une 
personne; l’esprit institutionnel ne 
tient aucun compte des circonstances 
d’avant le jour ot le client entre a 
Vhopital et d’au dela de celui ot 
il le quitte. Si l’infirmiére allait ainsi 
sombrer dans la routine, elle en vien- 
drait vite 4 considérer les heures de 
visites comme un fardeau et les visi- 
teurs comme des importuns qui po- 
sent des questions indiscrétes ou en- 
nuyeuses. Les devoirs de l’infirmiére 
envers les visiteurs doivent faire 
partie du programme de formation 
professionnelle. Dés sa vie d’étu- 
diante, l’infirmiére sait le geste gra- 
cieux d’escorter le visiteur au lit du 
malade plutot que de lui en montrer 
le chemin. Elle connait l’art de ren- 
seigner comme celui de rassurer ou 
de consoler, selon les circonstances ; 








Etienne Cartier 
- Monument, Que- 
bec City. Chateau 
Frontenac in the 
background. 





la délicatesse pour refuser ou ae. 
corder; et mille autres petites choses 
qui sont si grandes aux yeux et 4 
la pensée des malades et de leurs visi. 
teurs, si essentielles aussi a la bonne 
renommée d’un hdpital. Notre infir. 
mére, on la veut experte et instruite 
sans doute, mais on s’attend aussi 4 
trouver chez elle une qualité domi- 
nante, que dis-je, indispensable: celle 
du tact. Le tact, ce “don d’obserya- 
tion psychologique au service dy 
coeur”, cet “art d’adapter sa parole, 
son silence, ses actions et méme seg 
omissions aux personnes avec les per- 
sonnes avec lesquelles on est en rela- 
tion”, l’infirmiére doit, sans faute, le 
posséder. Sans presque raisonner, 
par esprit de finesse, par instuition, 
l'infirmiére pressent ce qu’il faut dire 
ou a son malade ou 4 son visiteur et 
la maniére de le dire; ce qu'il faut 
taire et la maniére de ne pas blesser 
en se taisant; ce qu’il faut faire et 
comment il convient de la faire. 

Ecoutez ce petit fait: Une jeune 
fille entre a l’hopital un samedi soir, 
Une infirmiére vient l’installer. Dés 
l’abord, elle lui dit: “Mademoiselle, 
nous avons deux messes demain ma- 
tin, une a 6.00 heures et l’autre 47.0 
heutes”. L’intention était bonne, sans 
doute, mais était-ce le temps? Son 
information prématurée n’eut pour 
tout résultat que cette riposte de la 
cliente, aprés le départ de l’infirmiére: 
“C’est assez pour que je n/aille nia 
lune ni a J’autre”’. Il ett fallu 
d’abord s’occuper de la malade, mate- 
riellement, et ensuite faire une offre 
au sujet de la messe et non un com- 
mandement. 


Les visiteurs d’infortune 

Nous voulons parler ici de jour- 
naux, de revues, de livres, de casse- 
tétes, de jeux divers, de radio, de 
travaux féminins, et cetera. 

Ils sont de si bons amis au malade 
qu’il nous faut en dire un mot. Leur 
but est de retenir l’attention des ma- 
lades, de la concentrer sur d’autres 
qu’eux-mémes et, en les intéressant 
4 autre chose, d’entretenir ou de 
ranimer en eux le gott de la vie. 

Le systéme de radio indivduel est 
préférable 4 la diffusion d’un haut 
parleur dans une salle, parce quil 
est plus discret; aussi moins bruyant 
et, par conséquent, n’affecte pas les 
nerfs des voisins. 

L’innovation de la bibliothéque am- 
bulante qui de plus en plus se répand 


(suite en page 106) 
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(cx three-day meeting of the 
Canadian Hospital Council in 
Quebec City, May 26—28, will 
provide, it is anticipated, an excellent 
opportunity for valuable discussion 
of many subjects of concern to 
hospital people. As the Council meets 
every second year only, and much has 
happened since the 1947 meeting in 
Winnipeg, there will be a great deai 
to talk about. 


National Health Program 


The health program announced by 
the Federal Government a year ago 
‘will receive special consideration. The 
agenda calls for a discussion of the 
various grants and their implication 
to hospitals; the provincial survey 
committees and their relationships to 
the hospitals; provincial “master 
plans”; construction grants and how 
they are arranged; and personnel 
training. It is hoped that the Hon. 
Paul Martin can be present to lead 
the discussion. His Department at 
Ottawa will be well represented. 


Nursing Services 


Another subject that will receive 
considerable attention will be that of 
nursing services. The present situ- 
ation in Canada will be reviewed, 
including a discussion of the much 
needed and still postponed national 
survey. Progress being made by the 
provincial survey committees in grap- 
pling with this situation will be 
reviewed. This particular subject 
will be closed with discussion: on 
what may be anticipated as the future 
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The Citadel, Quebec City, overlooking the St. Lawrence. 





Council 
Meeting 


at 
Quebec City 





Important Topics on Program 


(a) of nursing services, and (b) of 
nursing education. 


National Defence and Hospitals 


The role which hospitals will be 
expected to play in the program of 
national defence will be outlined by 
a representative of the Department 
of National Defence. This may relate 
to construction, location, and special 
organizations for emergencies. 

Full Agenda 

Among the various topics which 
the committee have included for 
discussion are: 


Hospital Financing: Will costs go 
higher? Can further economies be 
effected? How much higher can 
charges to patients go? The role 
of the municipality and the prov- 
ince. 

The Red Cross Transfusion Service. 


Governmental Hospital Jnsurance 


Plans and Hospitals. 


National and Provincial Programs in 


Public Relations. 


Blue Cross Developments: Costs and 
other experiences; national enrol- 
ment; a central Canadian office; 
likely future. 


Hospital Accounting: Progress being 
~ made towards national uniformity. 


Construction trends: Newer 


terials. 


ma- 


Educational programs for hospital 
administrators and other personnel. 


Should the Council develop standards 
in connection with hospital activi- 
ties? 


Activities of the Canadian Hospital 
Council and its financial support. 


In addition to the official delegates 
of the associations, conferences, and 
health departments, quite a number 
of allied organizations in Canada are 
sending representatives, many of 
whom will, it is anticipated, take an 
active part in the program. Several 
representatives will be present from 
American associations. A large num- 
ber of delegates are planning to take 
their wives as Quebec City offers 
unusual attractions for those who 
like an Old World atmosphere, who 
are students of history, or who revel 
in majestic scenery. The Executive 
Committee will meet all day, May 25. 
All Council sessions will be held at 
the Chateau Frontenac. 


The sessions are open to hospital 
officers and personnel whether pres- 
ent as delegates or visitors, although 
voting privileges are limited to asso- 
ciation or conference delegates and 
participation in discussion will be by 
invitation or permission. Visitors 


will be welcome. Presiding officer 
will be Mr. Arthur J. Swanson, of 
Toronto, president of the Council. 
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HE Chest Unit at Shaughnessy 

Hospital, which was opened in 

October, 1946, for the diagnosis 
and treatment of pulmonary tuberculo- 
sis and chest surgery, has one of the 
most modern dietary departments in 
Canada for tubercular patients. It 
contains up-to-date equipment for 
efficient and sanitary food preparation 
and service, garbage disposal, and dish- 
washing. 

There are 122 patients and 70 staff 
members served from this unit which 
is comprised of three diet kitchens for 
serving meals to bed patients, and three 
separate dining-rooms for up-patients, 
staff and sub-staff. 

The construction of the main 
- kitchen, diet kitchen, dishwashing 
room, and pantries, promotes cleanli- 
ness and sanitation. The floors are 
terrazzo curving up to a terrazzo base- 
board and tile walls. Working sur- 
faces and sinks are monel metal. 
Shelves in the main kitchen, refrigera- 
tors and tables in all kitchens, are of 
stainless steel. Shelves and tables are 
movable to facilitate cleaning. As well 
as being highly functional, these pre- 
sent a fine appearance. 


Staff Training 
All kitchen maids working in this 
unit must have a positive reaction to 
the Mantoux test. Before they are per- 
mitted to work with contaminated 


Adapted from an article in D.V.A. 
“Treatment Services Bulletin,’ Novem- 
ber, 1948. 


Adentic 
Good Handling 
in a Modern 


Chest Unit 


Gertrude F. Gattenmeyer, 
Dietitian, 3 
Chest Unit, Shaughnessy Hospital, 
Vancouver, 


dishes, they are thoroughly instructed 
by the matron in the nature, causes 
and prevention of tuberculosis, and in 
the basic principles of aseptic tech- 
nique. The purpose of this is three- 
fold—to protect the patients; to pro- 
tect employees and their families, and 
to dispel any fear the maids may have 
of contracting tuberculosis. Thus, the 
problem of having maids available is 
greatly reduced because of their in- 
creased understanding of the disease 
and the realization that every precau- 
tion is taken to protect them. The in- 
struction includes isolation gown and 
handwashing technique, how to put on 
a gown that is contaminated on the 
outside, how to discard a contaminated 
gown, the cleaning of contaminated 


surfaces, and the sterilization of 


utensils. 
Diet Kitchens 


The three diet kitchens are used 
solely for the storage of dishes and 
food, and the setting up of trays. All 
patients’ dishes are scraped in a sep. 
arate room and washed in a central 
dishwashing room. No contaminated 
dishes are allowed in the diet kitchens, 
Food is conveyed in heated food trucks 
from the main kitchen to the diet 
kitchens where the trays are already 
set up except for soup, main course, 
and hot beverage. 


Sick-Room Service 


The food truck, tray racks, and 
thermos urns on castors for hot bever- 
ages, are wheeled down the corridor 
and meals are served outside each 
patient’s room. At both ends of the 
corridors are wall plugs for the food 
trucks. Therefore, when food reaches 
the patient, it is hot. The trays are 
served by the kitchen maids and dis- 
tributed by the orderlies. When the 
tray has been served and checked, the 
orderly pours the beverage. He te- 
moves the tray card so there is no 
danger of contamination and the card 
may be returned to the diet kitchen; 
he then delivers the tray to the patient. 
Kitchen maids are not permitted to | 
enter the patients’ rooms, as a protec: | 
tion for other patients and for them- | 
selves. Any food that is returned to 
the kitchen from the food truck may 


Left, meals are 
served outside the 
patients’ rooms 
and distributed 
by orderlies. 
Right, a_ section 
of the scraping 
room, showing 
garburator. 
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Up-patients scrape and stack their own dishes in the dining-room (left), the table is 
then wheeled to the dishwashing room (right) after garbage has been disposed of in the 


not be used again, but is disposed of 
by the pot washer. Although the dan- 
ger of contamination from this food is 
negligible, this is done as a precaution- 
ary measure. The pot washer then 
cleans the food trucks. 


The trays are collected by the 
orderlies and wheeled on tray racks 
into the scraping room where the 
dishes are scraped and stacked by the 
kitchen maids. There is a scraping 
room near each of the three diet 
kitchens. This room, which is large 
enough to accommodate two tray 
racks, contains only a monel metal 
drain board and a sink equipped with 
a garburator. The kitchen maids 
carry out aseptic technique by wearing 
a gown while scraping and washing 
dishes. Any left-over food from the 
trays is disposed of in the garburator. 
Tray covers, serviettes, fruit pits, and 
bones, are wrapped and burned in the 
incinerator, the entrance to which is 
located next to the scraping room. 
Thus, contaminated food is handled as 
little as possible. 


When the dishes have been scraped 
and stacked, one girl remains in the 
scraping room and scrubs drain boards, 
sink, garburator, and tray racks with 
soap. Following aseptic technique, 
she removes her gown and scrubs her 
hands. The kitchen maids scrub in the 
nurses’ and doctors’ scrub room which 
is located next to the scraping room. 
The ward maids and orderlies scrub 
in the utility room, which is farther 
down the hall. Both rooms are sup- 
plied with a sink with elbow faucets, 
Paper towels, and a pedal control 
green soap dispenser. After scrubbing, 
the kitchen maid returns to the diet 
kitchen with the clean tray racks. The 
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incinerator by the kitchen maids. 


second girl, still in a gown, takes the 
dishes to the dishwashing room on the 
ground floor; on her way she must 
wash her hands before calling for the 
elevator. 


Up-Patients’ Dining-Room 


The up-patients are served in a 
dining-room, cafeteria style, from a 
pantry. The monel metal counter 
which separates dining-room and pan- 
try is constructed in such a way that 
a heated food truck may be placed 
therein. The patients scrape and 
stack their own dishes at a specially 
constructed stainless steel table. One 
end of the table encloses a garbage can 
into which dishes are scraped. The 
remainder of the top of the table and 
shelves below are used for soiled dishes 
and silver. Patients may be up for one, 
two, or three meals, and although they 
have a negative sputum, the dishes are 
considered contaminated and treated 
in the same manner as those of the bed 
patients. 

Garbage 

After every meal, the small garbage 
cans in the main kitchen are emptied 
into large cans which are refrigerated. 
Daily, after the garbage has been col- 
lected, these cans are taken to a central 
can washing and sterilizing room. After 
they have been washed, the cans are 
placed upside down over an open steam 
pipe, through which live steam passes, 
for two minutes. This routine is fol- 
lowed throughout Shaughnessy Hos- 
pital. The garbage cans in the up- 
patients’ dining-room and the waste 
baskets from the scraping rooms do not 
require sterilization. Here, the cans 
are lined with clean paper or 20-pound 





paper bags and the garbage is disposed 
of immediately. 
Dish Washing 
All patients’ dishes and trays are 


washed and sterilized in a central 
dishwashing room. The kitchen maids 
from the up-patients’ dining-room put 
on gowns and, after wrapping the gar- 
bage and disposing of it in the in- 
cinerator, wheel the scraping table 
with the dishes to the dishwashing 
room. The diet kitchen maids bring 
their dishes from the scraping room. 
These girls’ hands and gowns are 
contaminated and therefore they 
work only on the soiled side of the 
dishwashing machine, that is, they 
place the dishes in the machine and 
the trays in the sterilizer, not touch- 
ing them again until they have re- 
moved their gowns and _ scrubbed 
their hands. A maid who has not been 
in contact with the contaminated 
dishes is considered “clean”. She re- 
moves the dishes and trays from the 
sterilizer on to a clean table, stacks 
them, and places them on a clean tray 
rack. Dishes and silver are not 
towelled. Dishes remain in the dish- 
washing machirie four minutes at 130 
degrees F. and are then thoroughly 
rinsed at 170 degrees F. They are 
then run into a second dishwashing 
machine into which only live steam 
is passed, and remain there four 
minutes. (A steam cabinet would 
serve the same purpose and be less 
expensive than this second single tank 
machine.) As a result of the process, 
the dishes are sterile. They are tested 
by the laboratory at intervals to en- 
sure adequacy of technique. 


(Concluded on page 100) 
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How Many Girls 


Can be Expected 


to go into Nursing? 


DMITTEDLY there is a 

serious shortage of trained 

nurses in Canada and the 
United States. The most important 
factor is that of “wastage”. “What 
happens to all the nurses whom we 
graduate?” The table shown below 
answers this question to a degree in 
so far as Alberta is concerned. It 
will be noted that in 1946 and 1947 
the profession lost more nurses than 
were trained. 

At present there are 2,104 nurses 
registered in Alberta. This total 
includes all nurses in public health, 
district nursing, industrial nursing, 
administration and teaching. Probably 
the number available for actual gen- 
eral duty and private duty nursing 


A. C. McGugan, M.D., 
Superintendent, 
University of Alberta Hospital, 
Edmonton, Alberta. 


would not exceed 1,800. It must be 
remembered that nurses are on an 
eight-hour day and that only 600 are 
available at any one time. The total 
number of hospital beds requiring 
nursing services in the province, 
conservatively estimated, is 10,000. 
That means that at any given time 
there is one nurse available for each 
16 beds. In order to maintain ser- 
vices during the day, the night ratio 
must be materially reduced and ob- 
viously auxiliary help must be used 
extensively. 


Many suggested solutions for the 
nurse shortage problem are advanced, 
The one heard most frequently jg, 
“Lower the educational standard for 


admission”. Generally speaking, it 
has been our experience that, in the 
interests of her health, a girl should 
be at least eighteen years old before 
she starts in training. Any indiy- 
idual of average intelligence will have 
attained senior matriculation standing 
by the time she has reached her 
eighteenth year. 


About 1200 girls obtain high school 
diplomas in any one year. About 
25 per cent of the girls granted 
diplomas have senior mafriculation— 
some 300 per annum. The average 
number of nurses graduating annually 
in the past six years has been 313, 


In the province of Alberta, the 
high school diploma level is required 
for Normal School entrance. Senior 
matriculation is required for Univer- 
sity entrance. The number of credits 
in each course is about the same but 
the senior matriculation level is more 
difficult in that the options are more 
restricted and include advanced 
courses in algebra, geometry, trigono- 
metry, physics, chemistry and foreign 


Statistical Survey — Supply of Nurses in Alberta, 1943-1948 
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1943 279 29 10.4 308 ?* 152 113 73 40 8 2* 1087 35 
1944 280 55 19.6 335 T 157 105 96 9 8 ? 161 48 
1945 ‘274 73 26.6 347 ? 155 146 102 44 8 * 140 40 
1946 262 27 10.3 289 ? 265 213 139 74 13 ? —63 —22 
1947 245 35 14.3 280 166** 171 246 103 143 21 ? 111 25 
1948 318 32 10.0 350 ? ? ? 182 ? ? ? 











* Probably the number of nurses who re-register after having been inactive will equal 
the number employed in industry in a normal year. 


** The large number was due tothe return of nurses from D.V.A. training courses after 
the cessation of hostilities and to a public appeal for married nurses and others to 
resume the active practice of their profession. 


+ The heavy emigration of nurses from this province is to British Columbia, and the 


Pacific Coast States. 
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languages. The University of Alberta 
Hospital requires senior matricula- 
tion for entrance to the school of 
nursing. Other training schools in 
the province give preference to senior 
matriculation students but will accept 
the high school diploma level. Still 
other hospitals will accept a lower 
level; that is, a level which corres- 
ponds to what we formerly called 
Grade 11, or junior matriculation. 
Under present conditions sume 25 
‘to 30 per cent of girls graduating 
from high school go into nursing. 
That leaves 75 per cent to fill all the 
other demands—teaching, industry, 
business, university courses, and 
those required at home. If all schools 


for nurses raised their standards to 


senior matriculation, we would take 
the entire output of the high schools 
at that level. My contention is that 
25 to 30 per cent of the total number 
of girls graduating each year from 
the high schools of Alberta represents 
all the graduates to which the nursing 
profession is reasonably entitled. 

It would appear that at present 
we are getting all or nearly all those 
registered in nursing that we can 
expect. The conclusion is forced on 
one that there just are not enough 
hands to do all the work created by 
six years of war wastage and the 
presently-existing spending spree. @ 





AWARDS Announced 
for 1948 Artécles in 
“The Canadian 


The Editorial Board and Executive 
Committee of the Canadian Hospital 
Council have announced the prize 
winners for articles appearing in 
The Canadian Hospital during the 
year 1948. 

The first prize ($100) has been 
awarded to M. J. Madeley, Chief Eng- 
ineer, Royal Jubilee Hospital, Vic- 
toria, for his instructive and smoothly 
phrased treatise on “The Functions 
of the Maintenance Department”. 
Second prize ($50) goes to Helen E. 


Murphy, Assistant Supervisor of 
Dietetic Services, Department of 
Veterans Affairs, Ottawa, for a 


practical and very readable article 
entitled “Choosing and Using Kitchen 
Equipment”, which appeared under 
the sponsorship of the Canadian 
Dietetic Association. These writers 
revealed a detailed and very sound 
knowledge of their subjects, based 








Preparations for Maritime Institute 


Dr. C. M. Bethune of Halifax and 
his hard-working committee are 
making good progress in preparing 
the program for the Maritime 
Hospital Association Institute for 
Administrators. The institute will 
be held in Halifax on June 16, 17 
and 18, immediately following the 
annual meeting which takes place 
earlier that week. 

Sessions of the institute will be 
held in the new auditorium of the 
Victoria General Hospital. This 
well-equipped, air-conditioned room 
will provide every comfort, and the 
facilities of the hospital cafeteria will 
be at the disposal of the delegates. 

The number of formal papers will 
be limited at this institute, with more 
than the usual time allowed for dis- 
cussion, questions, and round table 
conferences. At least one, and per- 
haps two, afternoons will be devoted 
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to field work. It is anticipated that 
the program will include discussions 
on elementary legal facts for hospital 
administrators; personnel manage- 
ment and relations, including job 
analysis, employment policies, and 
retirement plans, et cetera; psycho- 
logical factors relating to the patient 
and his friends; admitting procedures 
and credit policies; central supply 
arrangements; the dietary depart- 
ment; and maintenance repairs, and 
redecoration. 

The registration fee is being left 
at the amount levied at the last insti- 
tute, i.e., $15 per delegate. This, of 
course, does not apply to the conven- 
tion meeting earlier in the week. An 
excellent faculty made up of leaders 
in the Maritime provinces, from 


other parts of Canada, and possibly 
from the United States is being 
arranged. @ 


Hospital” 


upon extensive study and personal 
experience. Each showed originality 
of thought and made valuable con- 
crete suggestions. Miss Murphy’s 
prose style is emphatic and stimu- 
lating to the reader, while Mr. Made- 
ley wields a pen with enviable 
artistry. His article required prac- 
tically no editing for publication 
purposes. 

Once again it was not at all easy 
for the judges to choose only two 
articles from the fine selection con- 
tributed during the year. The great 
variety of subjects, and the fact that 
subject matter inevitably affects style, 
made comparison difficult in many 
cases. Judged by standing criteria, 
several articles were given almost 
equal rating with the prize winners. 


Special Merit 

Among the articles which merit hon- 
ourable mention are the following: 
Engineering Problems in Urban and 
Rural Hospitals, by Vernon Pearson, 
P.Eng.; How to Reduce Printing 
Costs, by George E. Masters; Lab- 
oratory Services are Essential, by 
O. C. Trainor, M.D.; Our Changing 
Views on Construction Methods and 
Materials, by James Govan; Illness 
as a Contingency of Living, by Angus 
C. McGugan, M.D.; Médecine Pré- 
ventive a l’Hopital, by J. R. Boutin, 
M.D.; Basic Considerations in a 
Human Relations Program, by Wm. 
Trimble; Services Rendered by the 
Admitting Office, by Murray Ross; 
The Control of Linen, by H. E. 
LeMasurier; Organization and Con- 
trol of the Stores Department, by 
S. W. Martin; Increasing Attention 
to Chronic Diseases and Geriatrics, 
by Donald Cox; Wanted—a Hospital 
Consulting Engineer, by Norman 
MacLeod: The Old Order Changeth, 
by Sister Catherine Gerard; In- 
adequate Nutrition with Adequate 
Diets, by I. M. Rabinowitch, M.D. 
What the Medical Staff Expects of the 
Trustee, by C. M. Bethune, M.D. ®@ 
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Australian university regula- 
tions were liberalized to en- 
‘able women to qualify for a med- 
ical career, but today there is 
hardly a branch of the profession 
in which Australian women have 
not earned distinction. 
In the tropics of the far north 
there is a woman flying doctor. 
In the snow country of the Aus- 


ar: was only in the 1880's that 


From an article by Elizabeth Daw- 
son, contributed through the courtesy 
of the Press Attache, Office of the High 
Commissioner for the Commonwealth 
of Australia, Ottawa. 


Medical Women 
of Australia 


tralian Alps there is a woman 
“doctor on skis”. In the hospitals 
there are women physicians and 
surgeons, pathologists, radiologists, 
psychiatrists. At universities wo- 
men are engaged in research and 
they also hold important govern- 
ment posts. Women have founded 
their own hospitals — staffed and 
conducted by women for women. 


In 1884, Constance Stone of 
Melbourne, the first Australian 
woman to become a doctor, left 
home to study at the Medical Col- 
lege of Philadelphia where women 





D,. Grace Cuthbert is director of maternal and child welfare 

and administers all state health services for mothers and young 

children, including 263 baby health centres, and a number of 
pre-natal clinics. 









Dr. Irene Sebire, above, is director of 
Child Guidance Clinics in New South 
Wales, Australia. She established the 
first of these clinics 16 years ago and 
now each one of them is staffed by a 
psychiatrist, a psychologist, a social 
worker, and a speech therapist. 


had already been admitted for a 
generation. There she won her 
degree and later studied in Toronto. 

In 1885 the first woman student 
attended lectures at the Sydney 
University medical school and 
since that time the number en- 
rolled at the four universities with 
medical faculties has _ increased 
steadily. At present ten to fifteen 
per cent. of the 5000 medical stu- 
dents are women. During the past 
war the proportion grew to thirty 
per cent. 

In 1896 the Queen Victoria Hos- 
pital in Melbourne was organized 
by women doctors. During the 
past year a total of 5042 patients 
were treated. There are 74 doctors 
on the staff, many of whom give 
their services in an_ honorary 
capacity. 

The Rachel Forster Hospital for 
Women and Children in Sydney 
was opened twenty-three years 
ago in a small dilapidated house 
in an industrial suburb. Today it 
is a large modern 120-bed hospital 
and the out-patients’ department 
is one of the largest in Sydney. 
Recently it opened the first cancer 
detection and prevention clinic m 
Australia, and it also operates 4 
sterility clinic and a venereal dis- 
eases clinic. Dr. Mary Puckey is 
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One of the operating theatres at the Rachel Forster Hospital, show- 
ing the senior surgeon at work. More than 2,000 operations were per- 
formed during the past year. 


chief executive officer and medical 
superintendent. One of its found- 
ers was Dame Constance d’Arcy, 
a celebrated gynaecologist and ob- 
stetrician, and a former lecturer in 
clinical obstetrics at Sydney. Uni- 
versity. In 1943, she was ap- 
pointed deputy chancellor of the 
university —the first woman to 
hold such an office. 

Women have also pioneered in 
health and welfare services. In 
1926, Dr. Vera Scantlebury Brown, 
who died in 1946, was appointed 
director of infant welfare in Vic- 
toria. A tribute to her successful 
work is the fact that the infant 
mortality rate fell from 55.6 to 
28.03 per thousand during her 
period of office. 

In New South Wales, Dr. Grace 
Cuthbert has been director of ma- 
ternal and baby welfare since 1937. 
There are a number of pre-natal 
clinics and 263 baby health centres. 
In remote areas, specially designed 
and equipped railway carriages 
(baby health cars) travel accord- 
ing to a pre-arranged schedule, 
Stopping at each township long 
enough for the nurse-in-charge to 
hold a session. A blood donor 
Service with a mobile transfusion 
unit is available when required for 
maternity cases, and the advice of 
a specialist may be obtained, with- 
out cost to the patient, for mothers 
in poor circumstances. 
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The first child guidance clinic 
in Australia was established by 
Dr. Irene Sebire sixteen years ago. 
Dr. Sebire was the first woman 
doctor in New South Wales to 
gain her doctorate of psychological 
medicine and was asked by the 
department of education to under- 
take this work. Four clinics are 
now operating in Sydney. Magis- 
trates send delinquent children to 
these clinics and all wards of the 
Child Welfare Department are 
examined physically and mentally. 


Women doctors play a major 
part in conducting school medical 
services. In 1947 Dr. Edith 
Clement was asked by the Federal 
government to undertake a nation- 
wide survey regarding the posture 
of school children. To date, 35,000 
children have been examined but 
the results have not, as yet, been 
tabulated. When the incidence of 
posture defects has been dis- 
covered, physical education ex- 
perts will decide on remedial exer- 
cises for the different age groups. 
Dr. Clement is now examining 
groups of high school children at 
Canberra and Sydney, with the 
hope of doing research on adoles- 
cent kyphosis. 

Many doctors are prominent in 
the field of research. Lady Florey, 
wife of Sir Howard Florey, co- 
discoverer of penicillin, has earned 
distinction for her work in thera- 
peutics. She is at present collabo- 
rating in the writing of a book on 
antibiotics with the team. of re- 
search scientists who worked with 
Sir Howard on the development 
of penicillin. 

Another medical woman who is 
doing research work with her hus- 
band is Dr. Josephine Mackerras, 
a noted parasitologist. They are 
working together at the Queens- 
land Institute of Medical Research. 
During the war, Dr. Mackerras 
assisted in studies of the chemo- 


(Concluded on page 99) 





The Rachel Forster Hospital for Women and Children was founded 23 
years ago by Sydney medical women. It is now a modern 120-bed hospital. 
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Women’s Hands 
in the Hospital World 


With Special Reference to 
National Hospital Day 


AY 12th is the anniversary 
of the birth of Florence 
“The Lady 


Nightingale, 

with the Lamp.” National Hospital 
Day is observed on May 12th to com- 
memorate the contribution made to 
the civilized world by Florence Night- 
ingale who, during her life-time, 
revolutionized nursing care the world 
over. 

We pause in grateful and cherished 
memory, paying tribute to “Women’s 
Hands in the Hospital World’— 
hands. exemplifying courage, mercy, 
strength, ability, and God-given in- 
sight into the needs of the sick and 
the injured. 

It is good for us that we keep 
before us the sacrifices and labours 
of those who pioneer in advancing 
good works. And we do well to 
thank God who touched the hearts 
and guided the hands of Christian 
women so that posterity might profit 
by their mercy, Christian charity, and 
skill in healing and caring for the 
sick. 

To the nursing profession, Florence 
Nightingale has been an inspiration, 
guide, and teacher. To the soldier, 
the heroine of the Crimea. To the 
civilized world, the pioneer health 
missionary. 

This courageous crusader was born 
in Florence in 1820 and died in 
England August 13th, 1910. 

Poor we are indeed who forget the 
debt we owe and do not, in some 
measure, strive to do some worthy 
task to pay back the great obligation 
to the past. 

The first voluntary hospital work- 
ers in Canada began in Montreal in 
the year 1642 with Jeanne Mance 
who, like other voluntary women 


Mrs. Rhynas is Public Relations Ad- 


ministrator of the Women’s Hospital 
Aids Association of Ontario. 
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Margaret Rhynas, 


Toronto. 


hospital workers, went before the 
hospitals, tending the sick and making 
hospitals a reality. 

Jeanne Mance founded the hospital 
destined to become the great Hotel 
Dieu of Montreal. This brave pion- 
eer returned to France and, in 1659, 
brought out three Nuns of the Order 
of St. Joseph de La Fléche. To 
them, Jeanne Mance handed over the 
administration of the hospital. Hence 
these women, together with those of 
the Hotel Dieu of Quebec (1639), 
were the first hospital administrators 
in Canada. And who can measure 
the good works from then until now. 
Jeanne Mance laid a firm foundation 
of heroism, virtue, and courage in 
this country. 

In the great book of good deeds 
will be written names such as Flora 
Madeline Shaw of Perth, Ontario; 
Edna M. Auger, Alberta; Anne Grace 
Mouat, British Columbia; Mary 
Ellen Birtles, Manitoba; Eliza Parks 


Hegan, New Brunswick; Agnes 
Snively, Toronto ;Sarah Jean Arthur, 
Prince Edward Island; Nora G, E, 
Livingston, Quebec ; Lily E. Bristow, 
Saskatchewan; Edith Rayside, Ont- 
tario; Jean Gunn, Toronto; and a 
grand army of others whose names 
shall be recorded in the great “Book 
of Golden Deeds” along with the 
foregoing. 

Was it not Lamartine who said, 
“There is a woman at the beginning 
of all great things”? 

Let us keep green the memory of 
women who gave and are giving self- 
less, heroic guidance in_ bettering 
humanitarian effort in all avenues, 

Our hospitals would be poor in- 
deed if it were not for the women 
who stand ready, day and night, to 
tend the sick and injured. 


The Nurse’s Benediction 


Dear, great Physician, take her 
hands in Thine, that they may know 
Thy healing, give her the gentle touch 
Thy ministries revealing, give her the 
understanding speech, the tired hours 
and hurts to reach, Thy comfort to 
bestow. Give her a mind well stored 
with happy calm, a quiet, like to 
Thee, that those who need repose may 
find their pillow sweet, and stronger 
be. Give her far vision, kind, wise 
eves to see the need of hwman skill 
in partnership with Thee. Give rich, 
abundant grace unto her heart, that 
love enjoined with service fill the 
margin of life’s chart. Bless her, 
help her bear the strain and stress, 
bring happiness to life’s sweet shrine, 
give her Thy blessing, Lord, she too 
needs praise, her hours are sometimes 
spent on tired feet through endless 
days. @ 








25 Years Age 


May, 1924 











The Peel Memorial Hospital at 
Brampton, with a twelve-bed capacity, 
was opened that month. 


An “encouraging number” of hos- 
pitals observed National Hospital 
Day. 


The General Hospital at Pembroke, 
Ont., received an Easter gift of 3000 


eggs from the Hospital Committee of 
the Catholic Women’s League. 

“A town of 300,000 without a hos- 
pital would be hard to visualize—but 
that is what Montreal really is to- 
day”, said Dr. A. K. Haywood, 
superintendent of the Montreal Gen- 
eral Hospital. In explanation, he said 
that in the previous ten years the 
Montreal population had been in 
creased by 300,000 but not a single 
hospital bed had been added. The 
daily waiting list of the Montreal 
General Hospital was about 300. 

The Galt Hospital at Lethbridge 
was experimenting successfully with 
local fuel oil. 
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Curity 


KERLIX 


REVOLUTIONARY 
NEW DRESSING MATERIAL 


CURITY KERLIX Cloth is a soft, fluffy, gauze-like fabric 
designed to help you make better dressings through a spe- 
cial process that permanently crinkles each thread. KERLIX 
dressings are softer, fluffier, more resilient and better 
fitting than dressings made with conventional materials. 
No product comparable to KERLIX Rolls exists! 


PICK UP A KERLIX ROLL in your own hands and examine 
its unusual properties. You’ll see at once the qualities that 
make KERLIX better, for definite uses, than any other 
surgical dressings material. Some of the many uses of 
KERLIX. are shown at right. 


CURITY KERLIX ROLLS are 3 yards (414 yds., stretched) 
by 414 inches, 6 ply. Packed 100 rolls (non-sterile) per case. 


#% 2EGD. IN CANADA 


Products of 
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Division of 
THE KENDALL COMPANY 
Toronto, Ont. 





HOW KERLIX ROLLS 
ARE USED 


Soft, fluffy, absorbent KERLIX is suit- 
able for postoperative fluffs, for use over 
heavy drainage sites, ete. Cut Rolls into 
short lengths, drape over wound. 


Contour-conforming KERLIX fits snugly 
and securely. Dressing is comfortable to 
patient. Apply like a bandage, using 
standard technic. 


Ls 
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Elastic, slip-resistant KERLIX stays in 
place on arm, hand, leg, foot, or other 
hard to bandage parts. By the nature of 
its weave it resists slippage. Apply like a 
bandage. 


Unusually fluffy and resilient, KERLIX 
makes splendid compression § dressings: 
Distributes pressure evenly. Replaces both 
sponges and cotton waste or padding. 
Apply spirally, or cut and drape as for a 
fluff. Cover with Curity TENSOR Elastic 
Bandage as usual. 











Health Insurance 
Ultimate Objective of the 
National Health Program 


HE Hon. Paul Martin, Minis- 
Oe: of National Health and 

Welfare, is making it very 
clear that the present federal health 
program is designed to pave the way 
for an ultimate nation-wide system 
of health insurance. 

Speaking in the House of Com- 
mons on April 5, Mr. Martin stated 
with respect to the federal program: 

“Tt represents the first stage in a 
system of national medical and hos- 
pital care insurance ; one based on the 
jurisdiction that the provinces occupy 
under the constitution, and on a rec- 
ognition of the jurisdiction of the 
Federal Government under the con- 
stitution.” 

Later, 
stated : 

“On behalf of the government I 
reaffirm the position that was taken 
by the government when, in 1945, it 
made certain proposals to the pro- 
vinces. In 1945 we proposed to the 
provinces at that time a system of 
grants for health planning and organ- 
ization. Those grants were con- 
ditioned upon the provinces agreeing 
to adopt compulsory health insurance. 
Our position has not changed one bit. 
I stated that position in this house 
on February 23 when I said, as re- 
ported at page 835 of Hansard: 


in the same address, he 


“When this program was an- 
nounced last year by the then 
prime minister, it was emphasized 
that these federal grants ‘would 
have the added advantage of be- 
ing fundamental prerequisites of 
a nation-wide system of health 
insurance’. 


That is exactly what the present 
national health program is. It is a 
fundamental prerequisite of a nation- 
wide system of health insurance.” 

Also at a Health League of Canada 
lecture in Toronto on April 1st, Mr. 
Martin again referred to this policy: 

“For several years now the Fed- 
eral Government has held the view 
that by spreading the costs of illness 
more equitably over the entire com- 
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munity all citizens could share more 
fully in the health care available in 
this country. The national health 
program is in fact an indispensable 
first step in the achievement of this 
objective. This program provides the 
fundamental prerequisites of a nation- 
wide system of health insurance. 
The new services being developed 
and the new hospitals being built 
with the funds now provided by the 
Federal Government are hastening 
the moment when in every province 
it will be possible to take further 
action towards hospital and medicai 
care insurance—for which, of course, 


- the Federal Government will provide 


assistance under satisfactory agree. 
ments for Dominion-Provincial ¢9- 
operation.” 

The last sentence was from his 
remarks in the House on February 
23rd and was requoted in the House 
on April 5th. 

In his House of Commons address 
Mr. Martin made it clear that the 
initiative must rest with the pro- 
vinces, quoting the Prime Minister: 

“It is up to the people and the 
government in each province to 
take the initiative in working out 
health insurance plans in line with 


their local conditions and their 
traditions.” 


At another point he made it clear 
that : 


“Essentially, this program is one 
to supplement the existing health 
services of the provincial govern- 
ments under whose authority these 
matters primarily reside under our 
constitution.” ® 





Alexander Esson 





Alexander Esson, superintendent of 
the Saskatoon City Hospital, died on 
April 4th after an illness of four 
months. He was 65 years of age. 

Mr. Esson had a long career in 
hospital administration which culmin- 
ated in his appointment as a fellow 
of the American College of Hospital 
Administrators in 1948. He was also 
elected to the Board of Regents of 
that organization just prior to his ill- 





ness. A past-president of the Sas. 
katchewan Hospital Association, Mr. 
Esson worked assiduously in_ the 
interests of the hospital field. He was 
a member of the Joint Committee on 
Nursing of the Canadian Hospital 
Council and the Canadian Nurses’ 
Association. 

“Alec”, as he was known to his 
many friends, left Banffshire, Scot- 
land, in the early ’20’s and made his 
home in Rosetown, Sask. He became 
a member of the Rosetown Hospital 
Board and in 1929 was appointed 
administrator of the hospital, a posi- 
tion which he held for 13 years. 

In 1942 he accepted the post of 
business manager at Saskatoon City 
Hospital, assuming full administrative 
responsibility while Mr. Leonard 
Goudy, the superintendent, was in the 
Armed Forces. When the latter joined 
the staff of the American Hospital 
Association early in 1948, Mr. Esson 
was appointed general superintendent 
of the hospital. 

He is survived by his wife,. the 
former Edith Amas, three daughters, 
Mrs. C. A. Holton (Jean) of Rose- 
town, Mrs. W. A. Elliott (Margaret), 
Saskatoon, Miss Frances Esson of 
Vancouver, and one son, William B. 
Esson of Portland, Oregon. @ 
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FOR PRECISE SILK TECHNIQUE 
Surgeons Need Ethicon Surgical Silk 





Prepared especially for the meticulous demands of the silk technique. 
Maximal .strength of strand aad minimal bulk are combined in- Ethicon’s 
Tru-Formed Black Braided Silk Sutures. Forms smooth, firm knots. Minimal 


adherence to tissue. Non-capillary, serum-proof, non-toxic. 


Available on 25 and 100-yard spools; sizes 6-0 to 5. 
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Notes on Gederal Grants 








Cancer 

A federal grant has been allotted 
to the work of the National Cancer 
Institute of Canada. This money will 
be used to support the research pro- 
jects being carried out in various 
universities and hospitals, and to 
assist in the program of professional 
and public education. This grant is 
being equalled by contributions from 
the provinces of Prince Edward 
Island, Nova Scotia, New Bruswick, 
Quebec, Alberta, and British Col- 
umbia. Dominion-provincial. grants 
will total close to $138,000. 

Construction 

The municipal hospital at Lacombe, 
. Alta., which is increasing its bed 
capacity from 22 to 55, will receive 
a grant of $33,300. 

An addition to the municipal hos- 
pital at Stettler, Alta., will raise its 
capacity from 24 beds to 58, and 
federal aid in the amount of $34,333 
has been granted for this purpose. 

The 22-bed hospital at Rimbey, 
Alta., a new institution, was partially 
completed before the federal program 
into effect and so does not 
It will 


came 
qualify for the full grant. 
receive about $13,400. 

In Manitoba, federal aid will assist 
in the construction of medical nurs- 
ing units at Benito, Cartwright, and 
Birch River. These will have nine 
beds each, an emergency operating 
room, nursery, and offices for doctors 
and a public health nurse. All three 
units are more than 20 miles from 
the nearest hospital. 

An outpost hospital, to be con- 
structed at Fisher Branch, Man., will 
also receive a grant. This hospital, 
with a capacity of 12 beds, and offices 
for a doctor and public health nurse, 
is to be operated and maintained by 
the Canadian Red Cross Society. 

The new Bethania Hospital at 
Altona, Man., which replaces an older 
building, did not qualify for the full 
grant but will receive assistance in 
the matter of building costs. 

Cornwall General Hospital, Corn- 
wall, Ont., which is adding a 90-bed 
wing to its present building, has 
received assurance of federal aid. 
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A 65-bed extension to St. Joseph’s 
General Hospital, Peterborough, 
which will not be completed until 
next year, has been approved for a 
federal grant. 

Funds have been earmarked to 
assist the Oshawa General Hospital 
in increasing its capacity from 137 to 
155 beds. An extension to the Sykes 
wing is being built and should be 
completed in the early summer. 

The new Oakville-Trafalgar Mem- 
orial Hospital, Oakville, Ont., now 
under construction, will have a cap- 
acity of 50 beds and will receive the 
full grant of $1,000 per bed from 
federal funds. 

The 53-bed Haldimand Memorial 
Hospital at Dunnville, designed to 
replace an inadequate older building, 
will also qualify for the full federal 
grant. 

In the province of Quebec, St. 
Georges Sanatorium, Mont Joli, will 
receive a grant of $248,555 to assist 
in the construction of a new wing 
which was begun three years ago. 
Having over 300 beds now, the 
institution’s capacity will be doubled 
by the additional wing. 

An entirely new 179-bed hospital 
at St. George de Beauce, to be known 
as Hotel Dieu Notre Dame de Beauce, 
will be operated by the Sisters of the 
Hotel Dieu de Québec. The federal 
contribution towards construction cost 
of this hospital will be over $176,000. 

A 153-bed addition to Youville 
Hospital in Noranda, which is oper- 
ated by the Grey Sisters of the Cross, 
will merit a federal grant of more 
than $31,000. 

The federal government will con- 
tribute nearly $17,000 toward the 
construction cost of a 23-bed hospital 
at Lourdes de Blane Sablon in Sagu- 
enay County. The institution is 
being erected by the Diocesan Cor- 
poration of Labrador to serve nine 
isolated settlements. 

The first construction grant ap- 
proved for New Bruswick will go to 
St. Joseph’s Hospital in Saint John 
and will be used to add 15 beds to 
the present capacity of 118. 

In Nova Scotia, Colchester County 


Hospital, Truro, will receive $60,009 
to assist in building a 60-bed. addition 
to its present 35-bed structure, 

More than $17,800 has been ear. 
marked for Victoria County Mem. 
orial Hospital, Baddeck. It will have 
a capacity of 35 beds when completed 
and will be operated by the Canadian 
Red Cross Society. 

St. Mary’s Memorial Hospital at 
Sherbrooke, N.S., will receive a grant 
of $10,300. Its capacity is to be 13 
beds. The latter two hospitals were 
under construction before the federal 
aid program was announced and 50 
do not qualify for the full amount 
of the grants. 

A contribution of $5,000 from the 
federal government will assist in the 
construction of a health centre at 
Charlottetown. This will contain no 
beds but rather preventive, diagnostic 
and treatment facilities, as well as 
office space for provincial health 
administrators. 


Crippled Children 


With a grant of more than $21,000 
British Columbia will purchase ad- 
ditional equipment for its hospitals 
treating children’s crippling diseases. 
The Health Centre for Children, 
organized over a year ago in Van- 
couver, has been allocated $9,900. 
This centre offers chiefly a consulta- 
tive service for the early diagnosis and 
prevention of illness among children. 
The Royal Jubilee Hospital, Victoria, 
will receive $6,000, and funds have 
been set aside for St. Paul’s Hospital 
and the Children’s Hospital, Van- 
couver. Several small hospitals 
throughout the province will also 
benefit by the grant, enabling them 
to give more adequate care to the 
less complicated cases of crippling 
conditions. 

The Prince Edward Island Division 
of the Canadian Red Cross Society 
has received a grant of $5,000 to 
assist in extending the work now 
being done among crippled children 
in that province. 

Mental Health 

A child guidance clinic will be est- 
ablished at Selkirk, Man., with the 
assistance of a federal grant fot 
equipment and staff salaries. It will 
operate in conjunction with the Sel 
kirk health unit and will be staffed 
by a psychometrist, a part-time 
psychiatrist, and a part-time social 
worker. The clinic will study the 
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problems of mal-adjusted children 
and remedial measures. 

Money has also been earmarked to 
pay for more equipment and the 
salaries of three additional instructors 
at the Manitoba School for Mental 
Defectives, Portage la Prairie. A 
dentist will also be added to the staff 
of the same institution. 

Federal funds in the amount of 
more than $82,000 have been set aside 
for mental health projects in Al- 
berta. Additional staff and improved 
facilities will be acquired by the 
Provincial Mental Institute, Oliver, 
the Provincial Training School, Red 
Deer, and the Provincial Auxiliary 
Hospitals at Raymond and Clares- 
holm. Among the new equipment to 
be purchased will be an electroen- 
cephalograph for the training school 
at Red Deer. 

In Prince Edward Island, federal 
funds have been allotted for the pur- 
chase of occupational therapy equip- 
ment for the provincial division of 
mental health. 

Queen’s University, Kingston, and 
the University of Western Ontario, 
London, have been awarded federal 
assistance to finance more extensive 
training in child psychiatry and to 
develop studies in the social aspects 
of certain mental disorders. At 
Western, an organization is being set 
up within the department of clinical 
preventive medicine to study the 
social aspects of psychoses, psycho- 
neuroses, and related conditions. 


Personnel Training 


Nearly $17,000 in federal futids 


has been allotted to enable more 
medical and public health personnel 
to take special training. Eight of 
these are nurses from various pro- 
vinces who are taking public health 
courses. One doctor from Nova 
Scotia is studying the early diagnosis 
of cancer and brain tumours at the 
Montreal Neurological Institute, 
while another will study child psych- 
iatry at Johns Hopkins University. 
British Columbia has arranged for 
25 doctors to take refresher courses 
in tuberculosis control. 


Three technicians, two from Nova 
Scotia and one from British Columbia 
are receiving six months training in 
the use of the electroencephalograph 
at the Montreal Neurological Insti- 
tute. New Brunswick has set aside 
money to train three more 


x-ray 
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technicians and Saskatchewan is 
using federal funds to train three 
laboratory technicians. 

In P.E.I. four nurses are to re- 
ceive special training, two of them 
taking a special course with the 
Visiting Nurse Association, Hart- 
ford, Conn. Funds have also been 
earmarked to train seven girls as 
laboratory technicians. 

Federal funds have been appropri- 
ated to assist qualified Canadian 
students to take post-graduate train- 
ing in recreation and physical fitness. 
It is hoped, in this way, to build 
up a group of highly qualified persons 
to give leadership in this field. 


Public Health 


Grants totalling more than $24,000 
have been made to the University of 
Western Ontario, London, to finance 
a “workshop” in clinical psychology ; 
to McGill University,* Montreal, to 
develop a children’s health program 
in Lachine; and to Dalhousie Univer- 
sity, Halifax, to purchase x-ray 
equipment for the medical school’s 
pre-natal clinic and teaching hospital 
in obstetrics. 

In Ontario, the sum of $4,500 has 
been set aside to pay the salaries of 
18 final year medical students for 
two months’ summer work in public 
health units throughout the province. 

Federal grants will help meet 
operating costs of the new Carleton 
health unit, consisting of Nepean and 


Gloucester townships in Carleton 
County, Ont. The unit, providing 
public health services for about 


35,000 people in the district, has a 
full-time medical officer, eight public 
health nurses, a sanitary inspector 
and office staff. 


Tuberculosis Control 


Additional grants totalling more 
than $12,000 have been authorized 
for the extension of Manitoba’s 
tuberculosis program. Projects ap- 
proved include the appointment of an 
assistant surgeon, a senior resident 
intern, and two junior interns at 
Manitoba Sanatorium, Ninette; ap- 
pointment of a physician to the 
Sanatorium Board of Manitoba who 
will supervise preventive services and 
assist in the direction of mass x-ray 
programs, reading of films and exten- 
sion of the BCG service. 


Nova Scotia is to receive a grant 
Ps 


of $33,000 to cover the cost of free 
distribution of streptomycin. Grants 
for this purpose have now been made 
in nine provinces. 

Medical and technical equipment 
costing more than $498,000 will be 
purchased with federal funds for six 
sanatoria in the province of Quebec. 
The largest amount, $124,000, has 
been allotted to Bégin Sanatorium, 
now under construction at Ste. Ger- 
maine, in Dorchester County. St. 
Georges Sanatorium, Mont Joli, will 
receive more than $28,000 and Gaspé 
Sanatorium more than $94,700. Other 
grants for equipment include : $94,000 
to Macamic Sanatorium, Abitibi; 
$91,200 to Cooke Sanatorium, Three 
Rivers; $57,000 to the tuberculosis 
unit, Sacred Heart Hospital, Cartier- 
ville. 

Venereal Disease 

In Quebec, made possible by a 
federal grant of $72,000, a six-fold 
project for the control of venereal 
disease is to be undertaken. This 
program provides for: (1) the pay- 
ment of physicians to diagnose and 
treat indigent syphilitic patients in 
areas where there are no V.D. 
clinics; (2) free distribution of pen- 
icillin and streptomycin for the treat- 
ment of syphilis and gonorrhoea, the 
latter only in the case of indigents; 
(3) the provision of free treatment 
at clinics in 22 hospitals throughout 
the province, which will be subsid- 
ized by the federal government; (4) 
improved laboratory control and ad- 
ditional equipment; (5) payment of 
the salary of an assistant clinician 
at the V.D. clinic at the Hotel-Dieu, 
Quebec City, to assist Dr. Emile 
Gaumond; and (6) wide-spread dis- 
tribution of up-to-date information 
to V.D. clinicians. 


Ottawa has allotted to Ontario the 
sum of $60,000 to pay the costs of 
free penicillin treatment throughout 
the province. 


King George V Cancer Fund 
Makes Grant to National Institute 


Trustees of the King George V 
Silver Jubilee Cancer Fund have 
authorized a payment of $150,000 
toward the work of the National 
Cancer Institute of Canada. This 
grant is the third and final payment 
of a total amount of $450,000 which 
the trustees agreed in 1947 to place 
at the disposal of the Institute. 
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Nutritional Data 
for Professional Use 





A list of charts, booklets, publications, etc., especially pre- 
pared for and distributed gratis to physicians, dentists, 
nutritionists, dieticians, educationalists, nurses and others, 
and supervised by the 


Heinz Nutritional Research Division 











| ee will be welcomed for the following material which 
is in good supply at the present time: 


@ NUTRITIONAL CHART, 12th Revised Edition, a 48-page book 
concerning vitamins, minerals, enzymes, allergies, etc. 


@ NUTRITIONAL OBSERVATORY, a publication issued 4 times yearly, 
which supplements the above. 


@ A GUIDE TO BETTER NuTRITION (wall chart or loose leaf). 
e@ Foop CALorIc CONTENT CHART. 
@ How TO PREPARE, SERVE AND STORE Baby Foops (leaflet). 


@ THE Story OF FooD PRESERVATION, a 96-page illustrated 
brochure. 


@ PHYSICIAN’S FILE CARD on Strained Foods. 


Address requests to 


H. J. HEINZ COMPANY OF CANADA LTD. 


420-430 Dupont Street, Toronto 4, Ontario 
























Dear Mr. Editor: 
Although the 
maternity service 
in Great Britain 
differs to some 
extent from the 
organization in 
Canada, it will 
interest your read- 
ers to have some 
particulars from the report of the 
Working Party on midwives. The 
Working Party were fortunate to 
have an able chairman in Mrs. M. D. 
Stocks, principal of Westfield Col- 
lege. It is clear that they were 
served by an excellent secretary, Miss 
M. M. Wilkins, of the Ministry of 
Health, as the report is a business- 
like document with a good index. 
The historical background deserves 
attention as it has a bearing upon 
the present position. The practice of 
midwifery has been a battle-ground 
of the sexes. “The obscene invec- 
tive,” to quote the report, “which pro- 
fessional men directed at female 
competitors during the nineteenth 
century is well matched by that which 
women midwives directed against 
male competitors in the eighteenth.” 
The latest development of this conflict 
actually took place while the report 
was passing through the press. The 
Working Party received many com- 
plaints that general practitioners, 
giving maternity service under the 
National Health Service Act, “are 
tending to take over the whole of 
ante-natal care as well as relegating 
midwives to the status of maternity 
nurses. In some cases, midwives are 
not seeing patients until they go to 
deliver them. Furthermore, pupils 
are having little opportunity to see 
ante-natal care.” This is a develop- 
ment which is indirectly due to the 
method of remuneration to the gen- 
eral practitioners. The Working Party 
hope “that prompt administrative 
action will be taken to stop this new 
and unwelcome trend which could 
wreck the structure of the midwifery 
services”. 
The Working Party were appointed 
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mainly to inquire into the reasons for 
the shortage of midwives and were 
entitled to consider any matter which 
seemed to have a bearing upon it. 
They were also invited to consider 
how far the proposals in the Work- 
ing Party report on nurses (see my 
letter, October, 1948) were applicable 
to midwives. 

Although the chief and leading con- 
clusion of the report is that mid- 
wifery must be regarded as a separate 
profession, the Working Party find 
that there are common features with 


The Status of 
Midwifery Services 


the training of nurses which make it 
desirable to maintain a link in their 
training. It leads them to the same 
conclusion that there is need for a 
basic training and that the headquar- 
ters should be outside rather than in- 
side the hospitals. Pursuing the same 
line of thought they come to an ac- 
ceptance of the idea that this organ- 
ization may be on a regional basis. 
They recommend that in each hos- 
pital region a maternity services com- 
mittee be set up to include obstet- 
ricians, general practitioners, and 
midwives. However, it looks as if in 
this, as in so many other matters 
under the National Health Service 
Act, the management committees will 
be the centre of gravity. Although 
the Regional Board will be the main 
planning central directorate, it will 
be the management committees who 
will be called upon to combine to form 
the preliminary training schools for 
nurses and it will be they who will 
have the direct connection with the 
domiciliary services. It may well be 
that the common basic training will 
also cover the requirements of the 
domiciliary nursing services. The 


Working Party regard it as essential. 





By “LONDONER” 


“Whether this is to be,” they observe, 
“one and a half, two years or some 
other specific period (we hope it will 
not be too long) can only be settled 
by experiment.” What they stress is 
that basic training should be followed 
by further training in midwifery or 
whatever branch of nursing is selected 
and only after this further period 
should the full qualification be 
awarded The effect of that proposal 
is that instead of midwifery and home 
nursing being in the nature of post- 
graduate qualifications they become 
one of the nursing subjects for 
graduation. 

An important factor in the future 
training of the midwife will be the 
extent to which confinements take 
place in the home rather than in the 
hospital or some other kind of insti- 
tution. There seems to be a growing 
opinion in favour of the former. Five 
years ago the Royal College of Ob- 
stetricians put forward a claim that 
maternal mortality and morbidity is 
“primarily a matter of obstetric per- 
sonnel, of the individual skill of mid- 
wives, general practitioners and con- 
sultants, with the proviso that all 
must be supported by first rate mat- 
ernity institutions and equipment”. 
The Working Party add: “All these 
things are unquestionably of great 
importance, but future social histor- 
ians may observe that one of the most 
challenging features of recent vital 
statistics is that some of the largest 
and most gratifying reductions in 
mortality (including maternal mor- 
tality) occurred during the last three 
years of the recent war. This was, 
in fact, precisely the period when 
midwives, general practitioners, con- 
sultants, and maternity beds, were 
scarcest and these people were work- 
ing under the most intense pressure. 
It would not have been surprising if, 
in these difficult circumstances, more 
mothers had died in childbirth.” 

Not the least of the qualifications of 
Mrs. Stocks for the chairmanship of 
the Working Party is that she is a 
mother and an authority on social 
history. 
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d-TUBOCURARINE CHLORIDE 
SOLUTION SQUIBB 


A sterile, isotonic, colorless and stable solution of d-tubocu- 
rarine chloride crystals for parenteral administration—useful 


e in facilitating operative procedure by producing abdo- 
minal relaxation and intestinal recession without deep 
anesthesia 


e in softening the severity of convulsions and preventing 
fractures in shock therapy 


e for the relief of spastic and athetoid states 


e for its relaxing effect in carrying out certain manipula- 
tive procedures 


@ as a diagnostic agent in myasthenia gravis. 


d-Tubocurarine Chloride Solution Squibb is standardized by 
weight to contain 3 mg. d-tubocurarine chloride pentahydrate 
per 1 cc. of solution. It may be used interchangeably with 
INTOCOSTRIN* SQuIBB—a purified standardized extract of 
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« Health Care Plans » 








Comparative Costs of 
Co-operatives and Blue Cross 


Two inquiries have been received 
recently concerning the statement 
frequently heard that hospitalization 
plans operated by co-operatives can 
function with lower overhead costs 
than can Blue Cross and commercial 
plans. There is no doubt but that 
both co-operative and Blue Cross plans 
can enrol subscribers and operate at 
lower cost to the subscriber than can 
commercial plans; this is evident from 
the tables in the Argus reports. And 
a check of reasonably comparable 
figures of the Cumba Co-operative 
Health Services, one of the larger co- 
operatives in Ontario, with the Ontario 
Plan for Hospital Care would indicate 
that Blue Cross easily holds its own 
and actually has lower per capita 
general expenses. 

We have the annual statement of 
Cumba for the twelve-month period 
ending August 31, 1948. At that date 
Cumba had approximately 10,500 
effective participants. Checking this 
statement with that of the Ontario 
Plan for the twelve-month period end- 
ing December 31, 1948, we find that 
Cumba had general expenses for enrol- 
ment and administration of $1.00 per 
participant, while the comparable ex- 
pense for Blue Cross was 84 cents. 

The percentage of income utilized 
in these general expenses was 16.7 
for Cumba and only 13.8 for Blue 
Cross. We note an item of $321.00 


for directors’ indemnity in the Cumba 
report. This is a reasonable expendi- 
ture, but Blue Cross directors receive 
no indemnity. We believe this applies 
to all Blue Cross plans. 

Hospital (and surgical) expenses 
per participant per annum amounted 
to $4.20 in the case of Cumba and 
$5.66 in the case of Blue Cross. 

The percentage of income used for 
hospital (and surgical) payments 
amounted to 70.2 in the case of Cumba 
and 93.0 for Blue Cross. (This figure 
of 93 per cent is abnormally high and 
meant a transfer from surplus of 41 
cents per participant. An adjustment 
of rates has been necessary to offset 
this situation and should permit Blue 
Cross to return to the desired figure 
of 80-82 per cent hospital care utiliza- 
tion and at the same time permit 
partial recovery of its reserve position. 
Cumba reported a total of all reserves 
at some $1.48 per participant, while 
that of Blue Cross stood at $1.13. 
Average annual income per participant 
for Cumba in 1948 amounted to $5.98 
and for Blue Cross, $6.09. 

GOSS Sako ae 


Non-group Blue Cross Contract 
Now Available in Ontario 


On April Ist, 1949, the Plan for 
Hospital Care of Ontario introduced 
a non-group contract for individuals, 
making Blue Cross available to 
thousands who were previously not 
eligible for enrolment. 


Non-group enrolment benefits are 





Miss Pearl Morrison, president, O.H.A. chats with Mr. David Ogilvie, 
(left) deputy director, at a recent Ontario Blue Cross At-Home. 





the same as for group enrolment with 
the following essential differences: 

1. Subscribers must be under 60 
years of age when enrolled. (Those 
enrolled prior to this age may continue 
after.) 

2. There will be a waiting period of 
12 months for conditions or ailments 
which had their inception prior to 
effective date of contract. 

3. There will be a 6 months’ waiting 
period for the removal of tonsils or 
adenoids and a 12 months’ waiting 
period for childbirth and complications 
of pregnancy. The Plan pays half of 
the usual hospital services. 

The rates will be the same as for 
non-payroll deduction groups and are 
payable quarterly, semi-annually or 
annually. 

Standard Ward Semi-private 


Single $1.55 
Pamily cis 3.10 


Separate application is required for 
all children 16 years or over. 

Further enrolment of groups of less 
than ten has been discontinued, the 
non-group contract being made avail- 
able to employees of firms with less 
than 10 persons. 

ce 


A.M.S. Offers 

New “1600 Plan” 
Up to March Ist, 1949, the 
Associated Medical Services Plan 


(Toronto), which is available to indi- 
viduals and family groups, had pro- 
vided for the expense of service in the 
home, office and hospital for doctors’ 
fees, and $3.00 per day for hospital 
accommodation plus an allowance for 
extras. Since the beginning of March, 
this Plan has been discontinued for 
new subscribers and in its place is 
being offered the “1600 Plan”. This 
provides for the expense of limited 
doctors’ services in the home and office 
(proven fractures, childbirth, and sur- 
gical procedures) but payment is 
made, in accordance with a generous 
schedule of fees, for doctors’ services 
while the patient is hospitalized. 
Under the new Plan, the allowance for 
hospitalization has been increased to 
a total allowance of up to $9.00 per 
day. 

Subscribers who were covered by 
the original plan are being permitted, 
for the time being, to continue with 
this plan or to switch over to the 
“1600 Plan” if they desire. 


(Concluded on page 104) 
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Saftiflask 








Remove outer Saftiseal by 
1 pulling raised tear tab. 


Cutter’s large-sized tab permits easy 
removal of the tamper-proof metal 
Saftiseal. Cap is easily slipped off in 
one simple motion. 


Lift vacuum-sealed rubber 
2 liner from lip and stopper. 


Cutter’s rubber liner assures a com- 
plete sterile seal. When liner is lifted, 
the safety signal of protective vacuum 
is clearly audible. 


Expendable, Sterile, Pyrogen-free, Ready-to-use |. ¥. Set. Combine this ready-to-use 
disposable set with sterile, pyrogen-free Cutter Solutions in 
Saftiflasks for a streamlined, functional I.V. infusion set-up. 


In addition to the plastic I. V. 
Set shown (also available with 
rubber tubing), Cutter’s complete 
line of expendable equipment 
includes Hypodermoclysis and 
Y¥-tube sets, Blood and Plasma 
infusion sets, and Donor set. 
Cutter Laboratories, Berkeley 10, California 




















Insert Expendable |. V. Set into 
3 outlet hole of Saftiflask stopper. 


Cutter’s specially designed ring of, 


live rubber within the stopper allows 
easy insertion of connecting tube and 
secures the tube firmly in place. 


Solutions in 


SAFTIFLASKS 








Ask your hospital supplier to demonstrate these time and trouble saving features of the Cutter line. 
Canadian Depot: Earl H. Maynard, Cutter Laboratories International, 17-21 Basin St., Toronto 8 
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Medical Student Body 
Sponsors New Intern Plan 


Canadian Intern Placement Service 


NEW plan to minimize the 
confusion and annoyance of 
present day methods of ap- 


pointing interns has been sponsored 
by the Canadian Association of Med- 


ical Students and Interns, better 
known as “CAMSI”. It has been 
agreed that this plan should be 


applicable to the students of those 
medical schools which do not have 
undergraduate internship; namely, 
McGill, Queen’s, Toronto, Western 
Ontario, and Alberta. 


The plan, called the Canadian Intern 
Placement Service, has been worked 
out in conference with representatives 
of the Canadian Medical Association 
and the Canadian Hospital Council. 
It is designed to replace the Canadian 
Intern Board, an arrangement which, 
in latter years, has had to do almost 
entirely with the graduates of one 
school. 


At the 12th annual conference of 
CAMSI, held some months ago and 
attended by representatives of all 
medical student bodies, it was decided 
that some plan should be developed. 
This, of course, would not apply to 
those schools with undergraduate 
internship — Dalhousie, Laval, Mon- 
treal, Manitoba, and Ottawa (later). 
A majority vote of the student 
bodies this winter favoured the new 
plan (basically similar to the C.I.B.) 
rather than the American plan which 
simply sets a date in November 
(15th) as the clearance date of 
applications. CAIMSI then requested 
the C.M.A. and the C.H.C. to work 


out some details with them. 


Placement Procedure 


Each final-year student will apply 
to the administrator or intern com- 
mittee of the various hospitals in 
which he would like to intern. He 


will then list the hospitals in order of 
preference on a student form which 
must be sent to the C.I.P.S. before 
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October 15th, 1949. 


The hospital authorities, after 
studying and investigating the appli- 
cations, will rank the names of 
applicants on two forms: (A) those 
whom the hospital definitely desires 
to engage; and (B) alternates or 
second choices, in order of preference. 
These forms should be submitted to 
C.I.P.S. on or before November 5th, 
1949. This date has been selected 
to coincide with the American date, 
thus permitting some exchange both 
ways. 

The C.1.P.S. will then assemble the 
student forms and the hospital forms 
and, by a process of dove-tailing, 
will assign the students. In cases 
where a student’s name appears on 
more than one hospital form A, he 
will be assigned to the hospital which 
appears highest on his preference list 
(student form). His name will then 
be deleted from all other hospital 
forms on which it appears, thus 
creating vacancies for alternates in 
those hospitals. The C.I.P.S. will 
then fill all vacancies from each 
hospital’s list of alternates or second 
choices. Thus the hospitals will con- 
trol the filling of gaps in their list 
of first choices and the process of 
dove-tailing will continue until the 
lists of choice have been exhausted. 


It is emphasized that this arrange- 
ment is designed only to be applicable 
to those student bodies where the 
university does not itself make 
arrangements with hospitals, as in the 
case of schools with undergraduate 
internships. 

The C.I.P.S. will serve only those 
students who desire to intern in hos- 
pitals approved or commended by the 
Canadian Medical Association. Those 
who wish to enter other institutions 
must make their own arrangements. 
If a student wishes to apply to both 
Canadian and American hospitals, 
the C.I.P.S. handles his listing only in 
those instances where the Canadian 








hospitals happen to be top choices on 
his list. 

Each co-operating hospital will 
receive a list of medical students 
placed through this procedure by 
November 15th, 1949, and by the 
same date each student will be ad- 
vised of the hospital in which he has 
been placed. Hospitals are expected 
to notify applicants of their appoint- 
ments as early as_ possible and 
students must notify the hospitals of 
their acceptance immediately. 


By this method each hospital will 
secure the interns considered by it 
most desirable and each student will 
receive the best appointment open 
to him in accordance with his ex- 
pressed preference. This plan per- 
mits no juggling or shifting around 
by the placement committee. If a hos- 
pital is first on a student’s list and 
has indicated that it will accept that 
student, he goes to that hospital. 
The CAMSI representatives of the 
student bodies have shown much evi- 
dence of their ability and give every 
indication of being able to do a 
sound and satisfactory job. It is to 
be hoped that the hospitals will help 
in this endeavour, for the alternative 
is the same old confusion and un- 
certainty. 

To assist the CAMSI committee, 
an Advisory Committee has been set 
up as follows: 

Chairman: Dr. Harvey Agnew; 

Members: Dr. A. D. Kelly, Canadian 
Medical Association; Dr. R. A. Seymour, 
Vancouver General Hospital; Dr. H. K. 
Baird, Regina General Hospital; one 
faculty representative from each par- 
ticipating medical school; immediate- 
past secretary-treasurer of the C.I.P.S. 

In order that this new organization 
might have a convenient and perman- 
ent address, the Canadian Medical 
Association offered the use of its 
offices for that purpose. This offer 
was accepted and accordingly all mail 
should be directed to: Canadian 
Intern Placement Service, 135 St. 
Clair Avenue West, Toronto 5. 


Health Minister for Newfoundland 


When Newfoundland became a 
province of Canada last month, an 
interim ten-man cabinet or council 
was set up, under the premiership of 
Joseph R. Smallwood. One of the 
appointments in the new cabinet was 
that of Mr. H. W. Quinton as health 
minister, according to an announce- 
ment made by Mr. Smallwood. 
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Is increased laundry output per square foot 
worth the investment of a few moments of 
your time? In the case of hundreds of hos- 
pital officials, this selfsame proposition al- 
ready has helped to save floor space, save 
time and labor, save linen, fuel and supplies. 


Without obligation to you, a Hoffman Laun- 
dry Engineer will survey your entire laundry 
operation. To discover how you can obtain 
abundant linen supplies at lowest cost per 
patient day, he will analyze your costs, sur- 
vey your linen requirements and suggest 
linen control systems. Furthermore, he will 
furnish efficient new laundry layouts and 
recommend new equipment to help you at- 
tain adequate, balanced production at over- 
all low cost. 


You may be sure that your Hoffman Laund- 
dry survey is complete, detailed, authoritative. 
It is backed by Hoffman’s long-time experi- 
ence in assisting large and small institutions 
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For a new look at your 





HOFFMAN MACHINERY CO., LTD., 126 Dundas St. W., Toronto, Ont. 
MONTREAL OFFICE: 1129 Bleury St. Phone: BE. 5818 


of every type to achieve new records of suc- 
cessful laundry operation. For that new or 
modernized laundry you’re planning, ask 
for this valuable survey service now — with- 
out obligation. 





HOFFMAN “SHELL-LESS” WASHERS 


Process linen every minute — washing and rinsing are 
continuous. Spent solutions are flushed without drop- 
ping the liquid level. Thus, big savings in production 
time and labor — also, avoids ‘‘filtering out"’. 38, 44 
and 48-inch cylinder diameters. 








Works: Newmarket, Ont. 
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“Operation Bluebird” — 
a Pilot Scheme 


in British Columbia Arthritis Program 


N March Ist, 1949, the B.C. 
O Division of the Canadian 

Arthritis and Rheumatism So- 
ciety commenced “Operation Bluebird” 
which is designed to bring health and 
happiness to those suffering from 
rheumatic diseases within the province 
of British Columbia. 

After many months of careful study 
in co-operation with a medical advisory 
board appointed by the B.C. Medical 
Association, the Directorate of the 
B.C. Division submitted its program 
to the provincial department of health. 
Upon approval, grants-in-aid were 
received from both governments to 
cover initial expenditures for equip- 
ment and the salaries of physio- 
therapists. 

To the tiny office at 997 West 
Broadway, in Vancouver, headquarters 
of the Society, arthritics from all parts 
of the province write, phone, or come 
for advice. These people are referred 
to their family physicians who can 
arrange consultation privately or 
through the pilot arthritis centre. 
Those of very low income, pensioners, 
and social service cases, will be recom- 
mended by the general practitioner to 
the O.P.D. of the Vancouver General 
Hospital. Thence, by the’ regular 
procedure, they are sent through the 
diagnostic clinic to the arthritis centre. 
Here an arthritis specialist and three 
or four doctors prescribe necessary 
drugs and treatment. Drugs are sup- 
plied free of charge under the estab- 
lished social service system. Physio- 
therapy treatment is administered by 
the three employees of the B.C. Divi- 
sion, who are members of the Canadian 
Physiotherapists’ Association, and who 
have completed the special course in 
treatment of rheumatic diseases given 
recently in Vancouver. Space in the 
Physical Medicine Department has 
been made available for physical 
therapists of the C.A. and R.S. to 
treat patients admitted through Van- 
couver General Hospital out-patient 
department. 
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Acute cases of arthritis requiring 
hospitalization will be admitted as soon 
as space is available. At present, four 
beds are reserved and occupied for 
that purpose. These patients receive 
treatments each morning and already 
improvements have been noted. 

To those who, through physical 
disability, are unable to leave their 
homes to secure treatment, the physio- 
therapists travel in cars provided by 
the Society. Furnished with portable 
bakers, infra-red lamps, wax bath and 
Delorme’s equipment, these cars bear 
the insignia of the Society, the Blue- 
bird of Happiness, to many who 
hitherto looked forward hopelessly to 
an existence of pain, crippling, and 
dependence upon others. The patient’s 
doctor sends a special requisition and 
instruction sheet to Divisional Head- 
quarters and the physiotherapist, on 
her first visit, bears a letter of en- 
couragement from the Society. Treat- 


ments are repeated as often as neces- 
sary and patients pay as much as they 
are able to afford up to $2.50 per 
treatment or, if necessary, they are 
treated free of charge. As a basis for 
research, records and charts of all 
patients are being carefully studied 
and summarized by the medical re- 
search secretary. These three phases 
—(a) O.P.D. diagnostic treatment 
service; (b) in-patient centre; and 
(c) mobile unit—comprise the B.C. 
pilot scheme, the nucleus of a 
province-wide program. As soon as 
this plan is proved satisfactory, neces- 
sary adjustments made, and _ local 
branches organized to lay careful plans 
for other communities, similar centres 
will be set up in the five health dis- 
tricts of the province. 

In preparation for this an intensive 
educational campaign is being carried 
on. Circulars are being sent to all 
doctors and physiotherapists in the 
province, articles and lectures are be- 
ing prepared for doctors, nurses and 
lay personnel, and especially written 
literature, speeches and a film strip 
are provided for the public. The 
governments, the medical profession, 
the C.P.A. and C.A. and R.S. have co- 
operated to initiate the program and 
the public is being asked to give the 
full support necessary to make it a 
success. 





Hreverick F. Cisdall, OB.€., MD., FB.C.P. (€) (©) 


The field of scientific nutrition 
suffered a serious loss in the sudden 
death of Dr. Frederick F. Tisdall of 
Toronto, internationally known auth- 
ority on nutrition. Dr. Tisdall, who 
was 55 years of age, died on April 
23rd at his farm at Thornhill. 
Assistant professor of paediatrics at 
the University of Toronto, and dir- 
ector of the Research Laboratories 
of the Hospital for Sick Children, 
Dr. Tisdall had made many contrib- 
utions. Vitamin D reinforced bread 
and biscuits were developed under 
his direction. His well known 
“Tisdall Report” on basic diet re- 
quirements has been widely utilized 
by welfare and relief agencies. On 
two occasions he had participated in 
extensive nutrition surveys in New- 
foundland and had also made a num- 
ber of surveys among the northern 
Indians. As a group-captain in the 


R.C.A.F., Dr. Tisdall developed high- 


ly satisfactory dietary standards for 


airmen and was also adviser to the 


British Ministry of Health. The 
compact prisoners-of-war food par- 
cels dispatched by the Canadian Red 
Cross were worked out by him. 
Chairman of the Canadian Medical 
Association and Canadian Red Cross 
committees on nutrition, and a mem- 
ber of the nutrition board of the 
National Research Council at Wash- 
ington, Dr. Tisdall had been much in 
demand as a writer of scientific 
articles and as a speaker. 


Name of Sanatorium Changed 

The officers and directors of the 
London Health Association, London, 
Ont., announce that the name of 
Queen Alexandra Sanatorium, in that 
city, has been changed to The Beck 
Memorial Sanatorium, in tribute to 
the memory of its founder, the late 
Sir Adam Beck. 
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more tHAN 20,000,000 
HYPODERMIC NEEDLES 


were made last year from 


“18-8” THE Safe STAINLESS STEEL 


“18-8” signifies a composition of 18% Chromium, 8% Nickel, .08% Carbon 
(max.), remainder Iron. Regardless of trade name or producer, this 
composition, when properly processed, fully meets Federal Specification 
GG-N-196 governing diameter, wall thickness, corrosion resistance and 
bending requirements of hypodermic needle cannulae. These specifi- 
cations were first published in 1937 after long experimentation and 
testing. They were unchanged during the war, they remain unchanged 
today. They have governed the production and acceptance of astro- 
nomical millions of hypodermic needles. 

Bishop was the first—anywhere—to commercially produce “18-8” 
hypodermic needle tubing. Since starting in 1931, the total footage 
this company has supplied to other needle manufacturers and has used 
in its own production of Bishop Blue Label, Bishop Albalon, Bishop 
Spinal and all other Bishop needles runs into millions of feet. The 
stuff is tough—safe and corrosion resistant throughout. Why risk 
needles made of untried structures or unsafe alloys? More detailed 
metallurgical information will be furnished on request. 
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The Story of 
Caesarean Section 


(From “Milestones in Midwifery’, 
by John H. Peel, M.A., F.R.C.S., 
F.R.C.0.G., Obstetrician and Gyn- 
aecological Surgeon, King’s College 
Hospital and Princess Beatrice Hos- 
pital, in “Post Graduate Medical 
Journal”, Vol. XXIII, No. 266.) 


HE history of Caesarean sec- 

tion is another fascinating 

story in the annals of the ob- 
stetric art. Its origin is lost in the 
mists of antiquity. We find that 
Hippocrates, Galen, Soranus and 
others never refer to it. Yet Virgil 
tells us that Dionysus was so de- 
livered out of the belly of Semele, 
and the writing in the Mischnagotl 
and the Talmud make it clear that 
this operation must at least have been 
known to the ancient Jews before the 
Christian era. We read in the latter 
that it is not necessary for a woman 
to observe the days of purification 
after removal of a child through the 
parieties of the abdomen. We remem- 
ber, too, that Macduff was from his 
mother’s womb untimely ripped. 
There is a remarkable account of this 
operation performed by a native sur- 
geon which was witnessed by a Dr. 
Felkin, who was travelling in Uganda 
amongst uncivilized peoples, which 
suggests the possibility that this oper- 
ation was practised by the uncivilized 
long before it received recognition by 
the medical profession. Felkin’s ac- 
count is worth reading in full: 


“The operation was performed at 
Katura in 1879, on a primapara 20 
years of age, who was first reduced to 
a state of semi-intoxication with ban- 
ana wine. The patient was fixed to the 
bed with bands of cloth placed over the 
thighs and thorax, while the ankles 
were held by an assistant. The oper- 
ator evidently possessed distinctly 
more knowledge of asepsis than his 
civilized confréres of that period, since 
before commencing the operation he 
washed the patient’s abdomen and his 
own hands with banana wine, instead 
of deferring the cleansing of the hands 
until after the operation, as was cus- 
tomary among civilized practitioners at 
that time. The surgeon then made a 
rapid midline incision from the pubis 
to umbilicus through the whole thick- 
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ness of the anterior abdominal wall, 
and through part of the uterine wall. 
Bleeding from the parieties was ar- 
rested by means of a red-hot iron, spar- 
ingly applied. The incision in the 
uterus was then completed, the child 
removed, the cord clamped, and the 
child handed to an assistant. The 
uterus was massaged to make it con- 
tract, and the cervix uteri dilated with 
the fingers. The placenta and blood 
clots were then removed through the 
abdominal wound. Further haemorrh- 
age from this region was checked by 
use of the red-hot iron. The uterus 
was not sutured. A porous grass mat 
was placed over the wound, secured 
there, and the various bands which 
secured her being removed, the patient 
was turned over so that the fluid in the 
abdominal cavity would run out on to 
the floor. She was then replaced in her 
former position, and the mat being 
removed, the edges of the abdominal 
wound were brought into close apposi- 
tion, seven thin iron spikes, well pol- 
ished and_ resembling acu-pressure 
needles, being used for the purpose and 
fastened by a string made from bark 
cloth. The wound was dressed with a 
paste made from roots, covered with 
a warm banana bag, and a firm cloth 
placed round the abdomen. The woman 
stood the operation in silence until the 
pins were placed in position. The 
wound was dressed on the third, fifth 
and sixth days, one or more pins being 
removed on each occasion. The tem- 
perature never rose above 99.6 degrees 
F., except on the second night after 
the operation, when it was 101 de- 
grees F., and the pulse 108. The wound 
was entirely healed by the eleventh 
day, and the woman appeared to make 
an excellent recovery. Such a well- 
developed technique suggests that the 
operation had been known and prac- 
tised for a long time.” 


Self-Inflicted Operation 


An interesting sideline in the his- 
tory of Caesarean section is the 
occurrence of the self-inflicted oper- 
ation. Whilst the profession was 
arguing to be or not to be, some 
women in desperation performed the 
operation on themselves. The earliest 
record of such a case is given in 
1769, when a negro woman cut the 
child out of the left side of her ab- 
domen, using a broken butcher’s 
knife. She was sufficiently deter- 
mined at this performance that she 
is recorded to have made an incision 
3 inches deep into the child’s thigh! 


Apparently a negro midwife rendered 
first aid and returned the intestines 
into the abdomen, and a surgeon sub- 
sequently sewed up the wound. The 
patient recovered and it would appear 
that subsequently she became preg- 
nant again and, being a violent tem- 
pered woman she had to be watched 
carefully throughout the next labour 
to prevent recurrence of the perfor- 
mance! Many other such cases are 
recorded, and the details of an an- 
tenatal case reported to the Lancet in 


1886 is worth reading. 


“A peasant woman of Viterbo, aged 
23, of lymphatic temperature, short 
stature (1 metre 40 cm.), and of deli- 
cate constitution, was in the last month 
of pregnancy. As her condition was 
talked about amongst the neighbours, 
and provoked the anger of members of 
her family, and of her masters, she 
came to the following unheard-of deter- 
mination. At 3 a.m. on the 28th March, 
as she relates, with a not very sharp 
knife, she opened her abdomen. The 
wound was linear, but somewhat 
jagged, 12 cm. in length, situated in the 
middle of the right iliac region, from 
a little above the level of the umbilicus 
downwards, and from without inwards. 
She penetrated with a somewhat less 
extensive incision into the uterus and 
extracted from it a male foetus at the 
ninth month, weighing 1lkgm. 900 gm. 
This foetus, before being extracted 
from the uterus, had received several 
important wounds in the thorax and 
abdomen, whereof it died before breath- 
ing, as was undoubtedly proved by the 
results of the microscopic analysis. The 
head had been divided from the trunk 
by a circular incision at the base of 
the neck, and precisely between the 
penultimate and the last cervical verte- 
bra. The end was detached from the 
placenta and the foetus. The placenta 
was perfectly healthy. This operation 
completed, the patient states that she 
tightly bound a bandage round her 
body, so as to bring the edges of the 
wound together and prevent the pro- 
trusion of the intestinal coils; then, 
having dressed herself at 5 a.m., two 
hours after the operation, she went 
to Viterbo on foot, a distance of one 
kilometre, and visited a married sister, 
to whom she said nothing of what had 
happened but breakfasted with her on 
bread and coffee and a cup of broth. 
She then left the house, and walked 
about the town for some time, in order, 
as she states, to show herself and put 
an end to the current talk about her 
pregnancy. At 10 o’clock, still on foot, 
she returned to her home in the coun- 
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try, on reaching it she was seized with 
unbearable abdominal pains, followed 
by violent vomiting and fainting. She 
quickly rallied and, the bandage having 
slipped upwards, almost the whole of 
the small intestines protruded. It was 
only then (about 11 o’clock) that the 
father, mother and brother became 
aware of the serious occurrence and 
went to Viterbo for medical assistance. 

“We were the first to arrive on the 
spot at 4 p.m. the same day, 13 hours 
after the incision, and six hours after 
the escape of the intestines. We found 
the patient in pain, but not so much as 
might have been anticipated from the 
gravity of the case; she was conscious 
and tolerably calm. She was lying 
dressed in a small bed in a well-venti- 
lated room. Without loss of time, with 
all possible precautions, and with the 
limited means at our disposal in the 
country, we proceeded to cleanse the 
intestines and to replace them in the 
abdominal cavity, after having emptied 
it of copious sero-sanguineous effusion. 
The wound was closed with twisted su- 
tures, and a draining tube placed in its 
most dependent part. Strict injunctions 
for necessary care were given to the 
patient and her attendant. During the 
first five days no serious change oc- 
curred. The thermometer never rose 
beyond 39.5 degrees C. There was no 
sign of uterine disturbance; the peri- 
tonitis was only partial; thirst slight; 
vomiting at night. During the first 
three days micturition was difficult and 
the bowels inactive. The catheter was 
only used once, on the third day, from 
which period the bowels acted copiously 
and regularly. The patient slept for 
several hours the previous night; her 
sufferings were not great, and on the 
eighth day her recovery seemed as- 
sured. At the commencement, abundant 
bloody serum and badly smelling clots 
escaped from the turgid and painful 
abdomen. A considerable quantity of 
omentum protruded. Pus followed, thin 
at first, but became thick on the tenth 
day and then gradually decreased in 
quantity. The discharge all took place 
through the lower angle of the wound, 
the deep parts of which healed by first 
intention for about two-thirds of its 
extent. On the 25th day the wound 
was purely superficial and limited to 
6 cm. in length. Cicatrization was com- 
plete on the 40th day. The patient is 
now (48th day) perfectly well and 
walks about. She is under the surveil- 
lance of the judicial authority and is 
receiving much sympathy from the 
public. 

“The occurrence, though seemingly 
incredible, is perfectly true. We have 
related the actual facts, accepting the 
patient’s statement that she operated 
upon herself. What is even more ex- 
traordinary than the operation is the 
recovery in the proved circumstances of 
the actual case. We shall be happy to 
supply any further information desired. 
—Raniero Baliva, M.D., Adolfo Ser- 
pieri, M.D.” 


But I mentioned that the first au- 
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thenticated Caesarean section oc- 
curred in the year 1500. In that year, 
Jacob Nufer, a sow gelder, after im- 
ploring Divine aid performed the 
operation on his wife after 13 mid- 
wives and Nature had failed to de- 
liver her. History records that both 
mother and child survived. 

But it was not until 1582 that 
Francis Rousset became the first phy- 
sician to have the courage to advocate 
Caesarean section on the living 
woman. He records a number of 
cases where the operation had been 
performed successfully, under condi- 
tions that would otherwise have been 
fatal to the mother and child. Three 
years earlier Ambrose Paré had pub- 
lished his great work on surgery, and 
in that he had mentioned Caesarean 
section, only to condemn it. 

The next 200 years were devoted 
to a constant and bitter argument be- 
tween the famous obstetricians of 
those times concerning the merits and 
demerits of Caesarean section and 
craniotomy. Mauricean put the 
weight of his great name against 
Caesarean section on the living pati- 
ent, claiming that it was rare that “an 
expert chirurgeon fails to deliver the 
child dead or alive, whole or in pieces, 
by the natural route”. However, the 
operation continued to be performed 
on rare occasions and in England 
apparently it was performed 19 times 
during the eighteenth century, with 
only one maternal survival. The in- 
troduction of symphipiotomy in 1768 
turned the scale further against 
Caesarean section, though William 
Smellie admitted that it might be 
justified on occasion. It is not difficult 
to understand the high mortality— 
those who did not die from shock 
and haemorrhage, must have died of 
infection—no attempt was made to 
suture the internal incisions and most 
of the cases were operated on after 
many days in labour. And so we find 
the argument going on through the 
nineteenth century—Caesarean  sec- 
tion versus craniotomy, but Caesa- 
rean section gaining ground. Kayser, 
of Copenhagen, was able to collect 
338 cases recorded with a maternal 
mortality of 62 per cent. That was 
between 1750 and 1839. 

The year 1876 marks a new era in 
the Caesarean operation. In that year 
Professor Porro of Paris carried out 
the operation in which, after removal 
of the child from the uterus, he am- 


putated the uterus, believing correctly 
that the high mortality was due to 
infection passing up through the 
uterus into the peritoneum. The 
patient was a dwarf with a rachitic 
pelvis with a true conjugate of 1 9/,,. 
Both ovaries were removed at the 
same time and the stump of the cer- 
vix exteriorized. The Porro operation 
became widely popular and between 
1885 and 1889 apparently 158 opera- 
tions were performed with a 29 per 
cent mortality. The necessity for 
sacrificing the uterus was abolished a 
few years after Porro’s original oper- 
ation by Sanger, who instituted a 
new method of suturing the uterus, 
This had been suggested many years 
before by Lebas, but it was not until 
Sanger reintroduced it that it became 
an established practice. Valuable as 
were these contributions, Caesarean 
section would still today be the haz- 
ardous operation of 100 or more 
years ago were it not for Lister and 
Pasteur, and much of the improved 
mortality with this operation must 
obviously be attributed to Listerism. 
The lower segment operation was 
first suggested by Frank in 1907, and 
finally the advent of chemotherapy 
has widened the scope and reduced 
the dangers of Caesarean section. 


Blood Regeneration in 
Women Blood Donors 

The results, based on 129 studies 
made on women donors, suggest 
that diets should furnish at least 
90 gm. protein daily when there 
is need for blood regeneration. 
The rate of recovery of haemoglo- 
bin, red cells, and serum protein 
was determined in three different 
levels of dietary protein with and 
without added iron, supplements 
of copper, supplements of ribo- 
flavin, and with supplements of 
iron and of copper and of protein 
given prior to blood loss. Poorest 
recovery occurred on self-chosen 
and unsupplemented controlled 
diets which furnished only 50 gm. 
protein daily. Each of the sup- 
plements added to the gm. protein 
intake improved the rate of haemo- 
globin recovery. Greatest recov- 
ery occurred when the donors re- 
ceived a diet which furnished 90 
gm. protein daily for six weeks 
following the blood donation. 


—Journal of the American Dietetic 
Association, June, 1948. 
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FLO-CILLIN “96”—the original 96-hour repository penicillin formulation—is now 
available with a plus. Soluble Penicillin G Potassium— 100,000 units per cc.—has been added to the 
t FLO-CILLIN “96” formula. The soluble potassium penicillin is absorbed promptly, with a resulting 
e initial penicillin blood concentration sufficient to overwhelm invading bacteria at the outset. The 
insoluble Procaine Penicillin G, with water-repellent aluminum stearate in oil, is absorbed slowly 
and regularly over a period measured in days. Thus, with a single injection from a single container, 
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CONSTANTLY FLUID 
REQUIRES NO PROLONGED SHAKING 
WILL NOT SETTLE OUT cent of patients.* 


hours in approximately 90 per 






Flo-Cillin "96" PLUS 


| Bristol Laboratories Trademark for 
Procaine Penicillin G (300,000 u./cc.) and Potassium Penicillin G 
(100,000 u./cc.) In Oil with Aluminum Monostearate, 2% 







Bristo 


LABORATORIES OF 


| Available in Cartridges, 1cc.—Vials, 10 cc. 
CANADA, LTD. 


*Thomas, E.W., et al: J.A.M.A. 137: 1517, 1948 
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4 Provincial Notes >» 











British Columbia 


LANGLEY. With its membership past 
the 2,000 mark, Rose Memorial Hos- 
pital Society’s campaign for funds for 
a crippled children’s hospital at 
Langley is forging ahead. The climax 
of the campaign in June will be a 
monster dance at which a new car will 
be raffled. The hospital will be 
the first in a project of three units 
which include an orphan’s home and a 
home for the aged. The name was 
chosen to honour a pioneer doctor of 
the Kootenays, Dr. W. O. Rose of 


Nelson. 
a ae ON 


VANCOUVER. The Harmony Service 
Club has undertaken to enlarge the 
Children’s Hospital Canteen, which is 
operated by the women’s auxiliary to 
that hospital. Here, for two years, 
refreshments have been served free of 
charge to children in the out-patients’ 
clinic. 


Alberta 


Catcary. The new Cancer Diag- 
nostic Clinic was opened in March in 
the Holy Cross Hospital. Made pos- 
sible through quarters provided by the 
hospital and equipped by the Alberta 
Division of the Canadian Cancer So- 
ciety, the clinic at first will be used 
solely as a cancer diagnostic clinic. 
In time, the hospital hopes to extend 
its out-door department, and will in- 
clude a pre-natal clinic. 


* * * * 


Foremost. Enthusiasm has_ been 
expressed over a scheme to erect a 
20-bed hospital in Foremost. A hos- 
pital committee has been appointed 
to investigate costs, et cetera. 


Sashatchewan 


Moose JAw. At the Moose Jaw 
General Hospital the final stages have 
been reached in plans for the erection 
of a three-storey administrative build- 
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ing, which will house, also, a children’s 
ward and a pathological laboratory. 
When the main entrance is transferred 
to the new building, the present 
entrance will be closed and the space 
turned into wards, providing for an 
extra 35 beds. 


Manitola 


BraANDoN. Accommodation at the 
provincial mental hospital will be in- 
creased by the construction of a 120- 
bed addition to the female section of 
the main building. The total cost is 
estimated at approximately $225,000. 


* * * * 


Souris. Plans for a $240,000 hos- 
pital expansion program in Zone No. 
11 (Man. Health Plan) include a new 
district hospital at Souris at a cost of 
$170,000 to replace the existing build- 
ing and four-bed nursing units in the 
towns of Hartney and Elgin. The pro- 
posed hospital will have 32 to 36 beds, 
a nursery and 12 bassinets, major and 
minor operating rooms, x-ray and 
laboratory diagnostic facilities, and a 
room for the use of the health unit. 
Federal and provincial grants will pro- 
vide $92,000 of the cost and a $9,000 
grant is expected from the Manitoba 
Pool Elevator Association. 


*k * * x 


VirDEN. A 30-bed hospital at Virden 
will be the centre of a hospital district 
in which four small unit hospitals 
will also be constructed—6-8 beds at 
Reston, 6 beds at Elkhorn, 4 beds at 


McAuley, and 4 beds at Oak Lake. » 


The estimated cost is $330,000 and 
it is expected that the government will 
contribute $68,000 and the Manitoba 
Pool Elevators, $15,000. 


Outarie 


KincsTon. For the construction of 
a 60-bed children’s hospital, Kingston 
has been assured of a provincial grant 
of $60,000. The hospital will be built 
in two stages at a total cost of 
$445,000. The front part will be 





undertaken first at a cost of $260,000, 
including the cost of an elevator to 
serve the existing children’s and Wat- 
kins wings. Later, the present section 
will. be remodelled at an estimated 
cost of $185,000. 

x * *k x 


Lonpon. Middlesex County Coun- 
cil has decided to forego a suggested 
banquet to mark the 100th birthday of 
the county and, instead, to give a 
special “anniversary donation” to the 
War Memorial Children’s Hospital 
Building Fund. 

“oa 


OriLiia. It has been decided to 
name the proposed new maternity 
wing of the Soldiers’ Memorial Hos- 
pital, the Princess Elizabeth Wing. 
The wing, being planned at the present 
time, is to have 32 beds and will be so 
constructed as to enable the addition 
of more storeys in later years. 


* * * x 


Ottawa. A 130-bed addition to the 
Royal Ottawa -Sanatorium will be 
commenced shortly and will cost about 
$1,000,000. The four-storey extension 
will provide a suite of operating 
rooms, single, two-bed and four-bed 
wards, as well as x-ray, laboratory, 
and pharmacy departments. 

ee ok * 


St. CATHARINES. To commemorate 
the sacrifice of 81 Ridley College old 
boys who died in World War II, a 
$100,000 hospital is to be built on 
college grounds. The 20-bed hospital, 
known as the Richard Reynolds 
Schmom Memorial Hospital, will be 
equipped with a solarium for con- 
valescent patients and will house 
quarters for the nursing staff and 


doctors. aa ee Oe 


St. CATHARINES. Two post-opera- 
tive recovery rooms are now in use at 
St. Catharines General Hospital. One 
room is devoted to adult post-operative 
patients and the other, across the hall, 
is the children’s tonsil room. 


ie ke 


SmMootH Rock Fatis. Work has 
commenced on a new 15-bed hospital 
and nurses’ residence on the banks of 
the Mattagami River. The two-storey 
brick structure will house the various 
departments of the hospital on the 
ground floor, with the nurses’ residence 
on the second. It is estimated that 


(Concluded on page 94) 
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HARD ON DIRT 
KIND TO HANDS 


D-B LIQUID TOILET SOAP removes 
grease, grime and dirt in a jiffy 
... yet hands never 
become chapped, red or sore. A 
special blend of highest-grade 
Cocoanut Oil and Cocoanut Olive Oils 
does the job — smoothly, 
thoroughly. Men like its 
powerful cleansing action — 
women workers like its gentleness 
to the skin. Four grades, of 
varying soap content, to meet 
your needs. Make a personal 
test. Get quotations and 
samples from the nearest 
branch of Dustbane Associated 


Companies — today! 





“Canada’s Cleanest Word” 


OTTAWA + MONTREAL + QUEBEC + TORONTO - HAMILTON +-LONDON - WINDSOR 


SAINT JOHN +: HALIFAX = WINNIPEG + CALGARY +» EDMONTON -: Vey ROR ORUR 
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Distribution of Hospitals 


and Beds in Saskatchewan 


(The following is an excerpt from 
the annual report on hospitals and 
nursing for 1946, recently issued by 
the Saskatchewan Health Services 
Planning Commission.) 


T the end of December, 1946, 

there were 164 general hos- 

pitals and nursing units in 
Saskatchewan. These institutions had 
a total of 4,811 adult beds and 
children’s cribs, excluding bassinets. 
The total rated bed capacity was 
3,966. 

Carefully determined rated bed 
capacity figures are presented for the 
first time in this report. They were 
determined through the application of 
minimum standards during inspections 
by qualified hospital inspectors. The 
minimum standards adopted for this 
purpose were as follows: A minimum 
of 80 square feet per bed in a private 
ward, a minimum of 70 square feet 
per bed in any multi-bed ward, and a 
minimum of 50 square feet per crib 
in a children’s ward. With these 
minimum standards, there was a 
difference of 845 beds and cribs be- 
tween the total figure for beds set up 
and the total figure for rated bed 
capacity. These standards are not to 
be confused with optimum standards, 
or with the minimum standards set 
for new construction since 1946. The 
latter standards are 100 square feet 
per bed in a private ward, 80 square 
feet per bed in any multi-bed ward, 
and 80 square feet for cribs. 


On the basis of 1946 census figures, 
the total rated bed capacity indicated 
a ratio of 4.8 beds per 1,000 popula- 
tion; actual beds set up and available 
for use (i.e. bed “complement’”’) indi- 
cated a ratio of 5.8 beds per 1,000 
population. If all institutions with a 
rated capacity of less than 10 beds 
are left out of the calculation, the 
rated bed capacity ratio was 4.3 beds 
per 1,000 population, and the bed 
complement ratio was 5.1 per 1,000. 

Of the 164 hospitals and nursing 
units, there were 119 public, non- 
profit institutions, and 45 private or 
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“proprietary” institutions. With two 
exceptions,- the private institutions 
were small nursing homes of less than 
10 beds rated capacity, averaging 
about three beds each. All the private 
institutions together had only 3.8 per 
cent of the total rated bed capacity of 
the province. A substantial number 
of public institutions also had a rated 
capacity of less than 10 beds, 44 out 
of the 119 public institutions falling 
in this category. 


Of the 77 hospitals of 10 or more 
beds, 50 had rated capacities of from 
10 to 24 beds and 27 had capacities 
of 25 or more beds. These 77 hos- 
pitals had 90 per cent of the rated 
bed capacity of all hospitals in the 
province. The 27 hospitals of 25 or 
more beds had 72 per cent of the total 
rated bed capacity. 


The public, non-profit institutions 
had 96.2 per cent of the total rated 
bed capacity of all institutions and 
also 96.2 per cent of all beds set up. 
Municipal and Union hospitals and 
nursing homes had 54.1 per cent of 
total rated capacity, Roman Catholic 
institutions had 32.2 per cent, com- 
munity and lay corporation institu- 
tions had 9.2 per cent, and United 
Church and Salvation Army institu- 
tions had 0.7 per cent of total rated 


bed capacity. All nine hospitals of 
100 or more beds were either munici- 
pally owned or were Roman Catholic 
institutions. The five municipal hos- 
pitals in this group had 1,251 beds 
on the basis of rated capacity, while 
the four Roman Catholic hospitals had 
754 beds. Of the 66 public hospitals 
of from 10 to 99 beds, 38 were union 
or municipal hospitals with a total of 
839 beds, 14 were Roman Catholic 
hospitals with a total of 516 beds, and 
14 were community or lay corporation 
hospitals with a total of 186 beds. 
The average size of all hospitals and 
nursing homes, by rated capacity, was 
24.2 beds, and by beds set up, 29.3 
beds. Excluding the institutions with 
a rated capacity of less than 10 beds, 
the average size of hospitals by rated 
capacity was 46.4 beds, and by beds 
set up was 55.2 Indication of over- 
crowding in institutions throughout 
the province is seen in the difference of 
845 beds between total rated bed capa- 
city and total beds set up. . . . Crowd- 
ing was most serious in the small public 
institutions. In the less than 10 beds 
category the number of beds set up 
exceeded rated capacity by 55.7 per 
cent and in the 10-24 group, by 48.6 
per cent. In the 100-500 bed group, 
however, the measure of overcrowding 
was in the 10 to 15 per cent range. It 
is of interest that these conditions of 
overcrowding existed prior to inaugur- 
ation of the Saskatchewan Hospital 
Service Plan. Before the Plan started, 
of course, tax-supported hospitaliza- 
tion plans were in operation in many 
municipalities and for the latter half 
of 1946 in two health regions, the 
Swift Current and Weyburn regions. 





Special Institutes Arranged by 


American College of Hospital Administrators 


The American College of Hospital 
Administrators is again sponsoring a 
series of institutes this year in var- 
ious parts of the country. Subjects 
will be of special interest to pro- 
gressive hospital administrators, and 
faculties of several universities will 
participate in the program. Inform- 
ation is available from the American 
College of Hospital Administrators, 
22 E. Division Street, Chicago, Ill. 


The scheduled Institutes include: 

Fifth Fellows’ Seminar, May 31—June 
3, University of Pittsburgh, Pitts- 
burgh, Penn.; 

Fourth Members’ Conference, June 20— 
25, Columbia University, New York 
City; ~ 

Fourth New England Institute, June 
15—24, Boston, Mass.; 

Third Canadian, June 16—18, Halifax; 

Seventeenth Chicago, September 6—16, 
University of Chicago. 
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HELPS MAKE “DOMINION” 
~ LINOLEUM FLOORS 


It is the exceptionally high proportion of cork in 
“Dominion” Linoleum floors which gives the “life”, 
the “shock-absorbing” quality . . . the quietness... 
the springy resilience which cushions every step. 
It is the skilful combination of ground cork, oxidized 
linseed oil and other elastic materials which results in 
toughness to withstand the pounding and grinding of 
thousands of grit laden shoes in schools, stores, offices, 
public buildings and homes . . . in fact, anywhere. 
And Dominion Linoleum is so easy to clean — an 
occasional waxing and polishing, then, with a swish 
of a damp mop, your floor sparkles again even after 
the worst kind of punishment... year in, year out... 
almost indefinitely ! 


DOMINION OILCLOTH & LINOLEUM 
Company, Limited Montreal 


Insist upon Dominion 
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Health Hazards in Painting 


OST people are very careful 

about paint when they see the 

sign WET PAINT to remind 
them of imminent danger to their 
clothes. However, there are usually no 
warning signs around when paint 
causes serious harm—not to clothing, 
but to the body itself. For in the 
manufacture and use of paints con- 
taining toxic substances poisoning can 
and does occur unless appropriate 
hygienic practices are followed. 

A paint usually consists of several 
substances to give it the required 
properties of colour, flow and 
durability. Some of these substances 
may be poisonous when inhaled or 
swallowed in toxic amounts. Among 
the pigments which are used to give 
colour and opacity to paint, red lead, 
white lead, and the chromates of zinc 
and lead, are among the chemical sub- 
stances having a toxic action on the 
body. Paints containing these pig- 
ments must be used with care to avoid 
inhalation or ingestion. Today, more 
and more non-toxic pigments are being 
substituted for harmful ones. 


Many paints contain an extender or 
filler which is used to increase the 
bulk and improve the quality of 
a paint. Among the substances em- 
ployed as fillers are silex (ground 
quartz), diatomite, tripoli, asbestos, 
talc and siliceous dolomite. When 
present as dust in the air these 
materials may be inhaled in excessive 
amounts and damage the lung tissues. 


Solvents are added to paint to assist 
in drying and to regulate fluidity. 
Some solvents used for this purpose 
are toxic, such as the glycol ethers, 
methyl compounds and xzylol, tuluol, 
and benzol. Benzol in particular is 
extremely toxic and its use should be 
avoided if at all possible. When its 
use is necessary, advice on the control 
measures required for its safe hand- 
ling should be obtained from provin- 
cial departments of health. 


The dust hazards associated with 
paints arise chiefly during the manu- 
facturing process. When the dry pig- 
ments and fillers are mixed into the 
liquid medium, harmful dust may 
escape into the atmosphere to be in- 
haled by the workmen. For the usual 
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methods of manufacturing paint, con- 
trol measures consist of good house- 
keeping and effective exhaust ventila- 
tion. All mixers should be provided 
with hoods for local exhaust ventila- 
tion. In addition, general ventilation 
is usually required in. all plant loca- 
tions where paint is being mixed or 
thinned so that toxic vapours in the 
air may be kept below harmful 
concentrations. 

When paint is brushed on a surface 
the danger of inhaling excessive 
amounts of solvent vapour is usually 
small. The slowness of the process 
and high viscosity of the paint nor- 
mally result in a safe rate of evapora- 
tion. However, brush application of 
paints may be hazardous when per- 
formed in a confined space. In this 
circumstance, a concentration of sol- 
vent vapour may be reached which is 
injurious to health. A small portable 
blower or other suitable means of 
supplying fresh air to the space could 
be employed. When a toxic, volatile 
substance is used in a confined space, 
an approved type of respirator should 
be worn by the operator. 

The danger of ingesting toxic 
amounts of poisonous pigments is 
another hazard of brush painting and 
can be avoided by proper personal 
hygiene. Instances of painters con- 
suming toxic quantities of lead from 
their hands and clothes have occurred 
as a result of carelessness and neglect 
in washing and eating habits. 

In roll coating and dipping, the 
paint is usually more volatile and 
applied more quickly. Solvent vapours 
are therefore evolved more rapidly and 
general ventilation must ensure that 
sufficient air is provided to dilute the 
vapours to a safe level. The quantity 
of air required for this purpose will 
vary with the toxicity of the volatile 
substance and the amount of paint 
being used. 

In spray painting a very fluid paint 
is used which contains a high percent- 
age of volatile substances. Where this 
method is used regularly a spray booth 
is required to provide maximum pro- 
tection for the operator. The booth 
consists essentially of an enclosed 
space, open at one end and large 
enough to contain the article being 


sprayed. During the spraying opera- 
tion, exhaust ventilation draws air at 
the required velocity into the booth 
and through the breathing zone of the 
painter who works at the open face 
of the booth. The exhaust air is car- 
ried away from the working area and 
discharged at a point remote from 
possible inhalation or ignition. On 
occasion, when a large stationary 
object is being sprayed, the spray 
booth cannot be used. In such cases, 
an approved respirator will afford the 


necessary protection. 


Dermatitis from paints may occur 
in all handling operations, including 
manufacture and application. Some 
paint components act as_ general 
irritants and will cause dermatitis 
upon sufficient contact with them. 
Other materials will produce symptoms 
only in individuals sensitive to them. 
With suitable controls, including 
proper personal hygiene, adequate 
ventilation, and protective ointments 
when necessary, dermatitis among 
painters and paint makers can be 
avoided. 

—Industrial Health Bulletin, D.N.H. & W. 








Cancer Institute Awards 
64 Grants for Research 


The president of the National Can- 
cer Institute of Canada, Dr. Louis 
Charles Simard of Montreal, has 
announced the award of sixty-four 
grants-in-aid for cancer research 
projects and six research fellowships 
for the fiscal year 1949-50, He 
pointed out that the number of 
projects supported represents an in- 
crease of 50 per cent over 1948 and 
that cancer research work is now 
well distributed among our Canadian 
universities and their teaching 
hospitals. 

The number of grants made to 
institutions is as follows: 
Dalhousie University ..........ssssseeseesee 5 
ACHGIA UNIVETBITY ....0c.c.s0.ccceccesscenesenes 1 


McGill University and the Royal 
Victoria and Montreal General 


ROUDIUIS. Seictecosndactes cosscinecicdesocensosouesal 
University of Montreal and Notre 

WIRING VELOBDIUA). icccncssiiccncressvesesesossnexe 4 
Queen’s University ......csccsrsecssccrsscecsers 4 


University of Toronto and Toronto 
General Hospital ...........sceseeeceeees 
University of Western Ontario ...... 7 

University of Manitoba and Win- 


nipeg General Hospital ............00 5 
University of Saskatchewan .......... 3 
University of Alberta «.........cccceeeee 6 
University of British Columbia ...... 1 
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Ultraviolet irradiation of plasma destroys not 
only all bacteria but also any viral contaminants 
that might cause homologous serum hepatitis. + 
You may therefore administer irradiated Lyovac 
plasma without danger of hepatitis. » Stable, port- 
able Lyovac Normal Human Plasma (Irradiated) 
is prepared from fresh, citrated, human blood of 
healthy donors, according to regulations of the 
National Institute of Health. The plasma is pooled, 
flash frozen, dehydrated from the frozen state under 
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high vacuum (lyophile process), and sealed under 
vacuum. « Blood substitute of choice for emergencies, 
irradiated Lyovac plasma is quickly restored, 
needs no typing or crossmatching, and each unit 
is osmotically equivalent to two units of whole 
blood. « Lyovac Normal Human Plasma (Irradi- 
ated) is supplied in vacuum bottles to yield 50 cc., 
250 cc. and 500 ce. of restored, irradiated normal 
plasma, or smaller quantities of hypertonic plasma. 
Sharp & Dohme (Canada), Ltd., Toronto 5, Ont. 


Lyovac 


Normal Human Plasma IRRADIATED 














(The following timely editorial 
appeared in the latest issue of “Hos- 
pital Management”. We could take 
it to heart here.) 

Every Blooming Soul 

HE all but universal human 

tendency to “let George do it” 

exists in most groups, with 
the result that members of these 


groups leave to their elected 
leaders a lot of work which 
the members’ themselves should 


do; and it is not unfair to hospital 
people, an admittedly busy lot, to 
comment that they follow this easy 
road about as faithfully as any group 
which could be mentioned. Some 
recent legislative developments here 
and there are very much to the point 
in this connection, and it is not even 
necessary to describe them to urge 
that elected or natural leaders be 
helped by all hospital people, and by 
all hospital trustees, if they are to be 
considered as a separate class, in the 
job of stating the case for hospitals 
wherever it should be stated. 

It has become a truism in this 
country (U.S.A.) whose experience 
with free government is now over 
170 years old, that vociferous pres- 
sure groups exercise a great deai 
more influence in the State and 
national capitals than they should, 
solely by reason of their indefatigable 
expertness at making themselves 
heard. One small child raising his 
voice in the hush of a church service 
makes a great deal more noise than 
all the rest of the people there 
assembled. Those who are quiet, or 
who are not even there, are of course 
not heard, in church or anywhere 
else; and it is far too often the case 
that hospital people are not heard at 
all in connection with matters where 
their vital interests are involved, save 
through a few of their devoted and 
hard working leaders. 

Legislators and public authorities 
have a way of evaluating popular 
demand, if not public needs and 
proper procedures, by the extent to 
which they hear what they conceive 
to be the voice of the people. Cynics 
may inquire “What people?” but 
those in politics realize, with the most 
practical sense of the way things 
work, that votes are votes, and the 
man in the street, or even in the 
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Just as Applicable Here 


gutter, has in this respect precisely 
as much weight as the most earnestly 
intelligent citizen. The point is to 
make one’s self heard at least as 
effectively as the other fellow, and 
leaving the job to the one in a hun- 
dred, say, who has been chosen to be 
president, or executive secretary, or 
chairman of the appropriate com- 
mittee, is far from being enough. 
These people should receive adequate 
backing .... 

If every hospital executive in the 
United States (read Canada) and 
every member of his board of trustees 
wrote with appropriate vigour to his 
several representatives in the House 
of Congress (read Parliament), the 
case of the voluntary non-profit 
hospitals would receive even more 
courteous attention than it has in the 
past. 


Some time ago, when hearings 
were under way in Washington on 
the subject of compulsory health 
insurance, it was noteworthy that 
what some of the pressure group 
organs call “citizen organizations” 
were given opportunity to state their 
views far more generously than were 
the hospital and professional groups, 
An aggravated instance of this arbit- 
rary treatment of the matter was 
that in spite of the fact that the 
medical profession numbers about 
150,000, and every State medical 
society wished to be heard independ- 
ently, as it had a right to expect, the 
entire statement of the doctors’ case 
was limited to a few representative 
individuals. These did a splendid 
job; but it was difficult to avoid the 
impression that the opponents of the 
government plan were being unduly 
restricted, whereas its advocates, in- 
cluding groups with nothing whatever 
to offer except numbers, were given 
excessive play. @® 





A Tribute to the 
Sisters of Saint Elizabeth 


Last month Mr. J. W. Burton of 
Humbolt, Saskatchewan, sponsored 
a bill for Dominion incorporation of 
the Sisters of Saint Elizabeth’s 
Hospital. We quote from his address : 

“May I, at this time, pay a tribute 
to all those in the nursing profession 
—be they lay people or members of 
religious orders. These people make 
possible the operation of our hospitals 
in all parts of our country. They 
are, so to speak, the Marthas of our 
health services. 

“From the pioneer days of our 
Humbolt district in 1903, up to 1912, 
we did not have the benefit of a 
hospital, the nearest being over eighty 
miles away, with only prairie trails 
for roads... 


“In 1912 a group of nursing sisters 
who had come from Hungary opened 
a small hospital in the town of Hum- 
bolt. By good management on the 
part of the sisters, and the generosity 
of the people of that district, two 
large additions have been added to 
the original building and, as years 
went by, up-to-date and modern 
equipment has been installed, so that 
now the care and services rendered 
compare very favourably with those 
of larger hospitals in the cities. 


“While the members of this order 
of nursing sisters belong to the 
Rorftan Catholic church, people of all 
religious denominations in the entire 
district that it serves feel that it is 
a community undertaking for the 
benefit of all. 

“Very often a member of the 
United Church and at other times 
a member of the Anglican Church 
was president of the hospital 
ladies’ aid. A few years ago there 
was urgent need to have a _ new 
heating plant and laundry built, and 
a member of the Jewish faith headed 
the finance committee in the appeal 
for funds. In my opinion our hos- 
pital has played its full part in 
furthering a spirit of good will and 
co-operation among all the people, in 
addition to taking care of our sick 
and injured. 

“As the years went by, following 
urgent requests from people of other 
districts, they opened hospitals at 
Cudworth and Macklin. 

“In 1915, the sisters in charge 
obtained incorporation under the laws 
of the province of Saskatchewan, and 
in view of the fact that requests have 
come from beyond the province for 
extension of their services to other 
parts, they now would like the wider 
charter that this bill would provide.” 

Hansard, April 1, 1949. 
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D&G SUTURES 


an approach to the ideal 


Davis & Geck pioneered the development of the Atraumatic 
needle principle to meet virtually every situation where mini- 
mum trauma is essential. In design and construction, D&G 
Sutures with Atraumatic Needles approach the ideal more 
closely than any other combination for these reasons: 


1. Needles and sutures are practically the same diameter 
and form a smooth, continuous unit. 


2. The method of affixing insures positive anchorage to 
the suture —it cannot pull out...and its strength is 
unimpaired at the contact point. 


ad 


Construction of swaged-on portion provides a sleeve of 
exceptional strength which will not bend or break and 
has no projecting edges. 


4, All curved needles have a flattened area to prevent 
turning in the needle holder. 


5. Each Atraumatic suture-needle combination has been 
developed in collaboration with recognized authorities 
and represents the consensus of professional opinion 
in its particular field. 


THE D&G ATRAUMATIC SUTURE-NEEDLE LINE is the most 


a comprehensive line of its type available. 
(Os *Registered U. S. Pat. Of. 


— —™3WS —- 


DAVIS & GECK, INC. 


57 WILLOUGHBY STREET BROOKLYN 1, NEW YORK 


MAY, 1949 
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a Meeting 


= ETTING meetings and 

banquets started on time is a 

troublesome problem with 
many conventions”, states George K. 
Dahl, contributing editor of Conven- 
tion and Trade Shows magazine, 
Atlantic City, N.J., in one of a series 
of articles on conducting more effec- 
tive meetings. “Some groups accept 
the situation philosophically and make 
no special effort to cope with it, while 
others have taken vigorous—and some- 
times quite ingenious—steps to start, 
and keep, on schedule.” 

Mr. Dahl, through a check with 
various association executives, gathered 
a number of hints on how some asso- 
ciations managed to stick to schedule. 
In stating their policy one executive 
points out, “The way to start on time 
is to say you'll start on time—and 
mean it. We schedule our annual 
meeting like a radio program. Every 
speaker is informed exactly how much 
time he will have, the time he is to 
start, and when he is to finish. No 
one is allowed to go off on tangents 
or lose time for later speakers. Every- 
thing is rigidly controlled. 


“We budget our time as carefully 
as we budget our money, and this 
includes group meetings and luncheons 
as well as the general sessions.” 


Another association which makes a 
policy of beginning meetings on time 
claims, ‘We start our sessions when 
we say we will, if there are only 15 
people in the room. We supplement 
this policy by announcing over the 
public address system that the meeting 
will start in ten minutes. We turn it 
loud enough so that it can be heard 
by the people standing outside the 
room, where delegates tend to congre- 
gate. The door to the meeting room is 
left open, so the people in the hall can 
hear things going on and see the chair- 
man call the meeting to order. As a 
result, the room fills up in ten or 
fifteen minutes.” 


Scheduling big-name speakers and 
outstanding topics for the beginning 
of each session is one method used by 
the National Association of Manu- 
facturers. People do not want to miss 
them and arrive on time. Another 
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Ten Ways to Start 


on lime 


association avoids delay in starting a 
banquet by having a cocktail party 
for all members for the half-hour be- 
fore the doors to the banquet hall are 
opened. 

It has been found that “early bird” 
meetings, timed for 8.30 a.m. are a 
great help in getting the delegates to 
assemble before the general sessions. 
Coffee may be served at these meet- 
ings. An off-stage radio commentator 
giving the day’s news over the public 
address system each morning before 
the starting time of the session also 
encourages the early arrival of dele- 
gates. 

Having sufficient help at the regis- 
tration desk on opening day eliminates 
any bottleneck there and adequate and 
specific information should be _pro- 
vided. 

Ten Tested Ways 

1. Start on time—and mean it! 

2. Keep on schedule all the way 
through, including food service. 

3. Create activity in the meeting 
room 15 or 20 minutes before the ses- 
sion is to start. 


4. Promote punctuality by printing 
starting-times prominently in the pro- 
grams and through announcements 
over the loudspeaker system, et cetera, 


5. Schedule outstanding speakers 
and most interesting topics for the 
beginning of each session, 

6. Time the opening with the dele- 
gates’ convenience in mind, with 
special attention given to arrival of 
trains and planes at the convention 
city. (Final adjournment should also 
be keyed to departure facilities.) 


7. Hold “early bird” meetings or 
breakfast round tables, taking care to 
see that food is kept simple and that 
it is served swiftly and efficiently. 
Otherwise they may overlap the 
regular sessions. 


8. Remove all bottlenecks and pos- 
sible sources of confusion, whether 
they be in rooming and registering 
delegates, or in conducting the meet- 
ings themselves. 


9. Hold a reception for delegates 
immediately before the banquet in an 
adjoining room, and discourage or 
prohibit conflicting parties. 


10. Where a reception is not feasible, 
provide some spectacle, such as the 
march to the head table, or a pageant 
or tableaux, to bring members into 
the banquet hall ahead of time. 





Insurance Organizations Co-operate 
In Ontario Chest X-Ray Program 


The Ontario Department of Health 
which, with the assistance of federal 
grants-in-aid, is sponsoring the pro- 
gram of routine chest x-rays for all 
admissions to larger general hospitals 
of that province, announces helpful 
co-operation on the part of insurance 
companies. 

The following organizations have 
indicated their willingness to pay the 
routine chest x-ray fee for patients 
for whom they are responsible, pro- 
vided the limitations of the contract 
are not exceeded : 

Associated Medical Services Inc. 
Mctropolitan Life Insurance Company 
John Hancock Life Insurance Company 
Great-West Life Assurance Company 
The Travelers Insurance Company 
The Prudential Insurance Company of 

America 
The London Life Insurance Company 
The Mutual Life Assurance Company 

of Canada 
The Zurich General Accident and Lia- 


bility Insurance Company 
Confederation Life Association | 
The Equitable Life Assurance Society 
of the United States 
The Aetna Life Insurance Company 
Occidental Life Insurance Company of 
California 
Continental Casualty Company 
Mutual Benefit Health and Accident 
Association 


The Directors of the Co-operative 
Medical Services Federation recently 
adopted a resolution recommending 
that the members of the Federation, 
consisting of some thirty County 
Health Co-operative Societies, in- 
clude this fee in the amount allowed 
for hospital care. In addition the 
Blue Cross Plan for Hospital Care 
and the Workmen’s Compensation 
Board are co-operating in a similar 
manner as it concerns their partici- 
pants. The Provincial Department of 
Health will pay the admission chest 
x-ray fee for indigent cases. 
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ANTI-HUMAN 
PRECIPITIN SERUM 


{rabbit} 
for the ‘‘Coombs Developing Test”’ 





a new and valuable diagnostic aid in 


« e e e Detection of infant sensitization with maternal Rh antibodies.!+2+34 


° « e e Detection of antibodies (blocking cryptagglutinoids) which coat but 
do not clump saline suspended cells.'.3-4 


Study and diagnosis of certain hemolytic anemias.5 


packaging ........... 2 c¢ Vials with dropper cap assembly 


a complete line of anti-rh sera 
now availa ble Ortho Anti-Rh Sera are carefully processed from 


human bloods and possess excellent avidity, specificity, and titer. 
Ortho currently offers: 


Anti-Rh;, (Anti-D) Slide Test Serum 4 cc pkg. (150 tests approx.) 

Anti-Rh, (Anti-D) Test Tube Test Serum 2 cc pkg. (75 tests approx.) 
Anti-Rh,’ (Anti-CD) 87% Test Tube Test Serum 2 cc pkg. (75 tests approx.) 
Anti-rh’ (Anti-C) 70% Test Tube Test Serum 2 cc pkg. (75 tests approx.) 
Anti-rh” (Anti-E) 30% Test Tube Test Serum 2 ce pkg. (75 tests approx.) 


Further information and prices on request. 


Ubon = 


bibliography. (1) Coombs, R. R. A., Mourant, A. E., and Race, R. R.: A New Test for the Detection 
of Weak and “Incomplete” Rh Agglutinins, Brit. J. Exp. Path. 26:255-266, 1945. (2) Coombs, R. R. A., 
Mourant, A. E., and Race, R. R.: In-Vivo Isosensitization of Red Cells in Babies with Hemolytic Disease, 
Lancet, 250:264-266, 1946. (3) Hill, J. M., and Haberman, Sol: Demonstration of Rh Antibodies in the 
Newborn and Further Evidence of the Pathogenesis of Erythroblastcsis, J. Lab. and Clin. Med.,31:1053- 
1066, 1946, (4) Levine, P., and Wigod, M.: Technic of Rh Testing, “Diagnostic Procedures and Reagents,” 
Am. Publ. Health Assoc. In Press. (5) Sturgeon, P.: A New Antibody in Serum of Patient’s with Acquired 
Hemolytic Anemia. Science, 106:293-294, 1947. 


Pharmaceutical Corporation (Canada) Limited 
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HOBART 
“Angle-Feed” 


FOOD SLICER 











New Eateand Smoothness of Operation, 
Gast, Efficient, Dependable 
Ensures Uniform Slices, any Thickness 
Easy Zo clean—easy to heen clean 


New ease and smoothness of operation. Slices hot 
or cold boneless meats, fish, bread, fruit, cheese, 
vegetables up to 10” in width in thicknesses from 
100 slices to the inch to 34” thick. Typical of 
other Hobart Food Machines, this new “Angle- 
Feed” Slicer will save you time and labour— 
actually pay for itself by making use of much that 
is ordinarily wasted. If you are not already using 
Hobart to keep service running at peak efficiency, 
let your Hobart representative show you how these 
money-making machines can work for you. 


Write for Full Information 


@ Hobart Meat Saws 
@ Hobart Food Slicers 


@ Hobart Dishwashers 
@ Hobart Food Mixers 
@ Hobart Food Cutters 


®@ Hobart Steakmakers 
@ Vegetable Peelers 





FOOD MACHINES 


THE HOBART MANUFACTURING CO. LTD.: 175 George St., Toronto 
Branches throughout Eastern Canada — West: Ryan Bros. Limited 








A Suggestion to all 


HOSPITAL MANAGEMENT: 


Broaden the Use of 


ULTRAVIOLET THERAPY 


For Greater Patient Satisfaction 
For Greater Benefits to Your Hospital 


© Ultraviolet radiations are ideal for post 
operative recuperation and convalescence. 





1—For healing of indolent, bones, articulations, peri- 





sluggish wounds, toneum, intestine, larynx 
‘ and lymph nodes. 
2—For Erysipelas. 
' : 5—For stimulating and regu- 
3—For lupus vulgaris, psoria- lating effect on endocrine 
sis, pityriasis rosea and glands. 


ae ene 6—For disorders of calcium 
4—For tuberculosis of the metabolism. 


Hanovia’s full ultraviolet spectrum lamp—Luxor 
Model—is an important modality for your hospital. 
Can be equipped with carriage handles for bedside 
use. 


Lamp and clinical details on request. 


HANOVIA 


Chemical & Manufacturing Co. 
Dept. CH-81 - Newark 5, N. J. 


Hanovia is the world’s largest manufacturer of ultraviolet 
lamps for the Medical Profession. 
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THE DIFFERENCE! 





WOOLENS WASH SOFTER. FLUFFIER 
WITH TEXOLIVE KWIKSOLV 


Low Titre... Pure Powdered Soap 


The true secret of washing satisfaction lies 
in soft, bright, natural looking woolens 
.3. crisp, clear coloured fabrics ;; . just 
what you can be sure of every time with 
Kwiksolv. 


CUT GENERAL LAUNDRY WASHING 
COSTS WITH GOLDEN XXX 


GOLDEN XXX, a blend of pure fat, 
neutral and uniform, with special wetting 
and penetrating power, washes more 
thoroughly at moderate temperature (150°) 
... rinses more easily and reduces washing 
wear. Saves money and fuel. 


FREE ADVISORY SERVICE 


Let your Colgate representative advise you how 
best to use Colgate products in your laundry 
establishment; or write for free booklet on your 
business letterhead. 


Industrial Division 1-2 Palmolive, Toronto 


COLGATE - PALMOLIVE-PEET COMPANY LIMITED 


Moncton « Quebec * Montreal « Ottawa « Toronto * Winnipeg * Regina « Calgary * Vancouver 














The ANunriliaries 











Moncton Aid Boasts 
50 Years of Service 


The Ladies’ Auxiliary to the Monc- 
ton General Hospital, an organization 
formed in 1898, recently presented an 
oxygen tent to the hospital. One of 
the charter members, Mrs. F. J. 
White, attended the ceremony and Mr. 
Leonard C. Lockhart, chairman of the 
hospital board, paid glowing tribute to 
the auxiliary’s half century of service. 


ce Eee 


Ingersoll Aid Boosts 
Hospital Furnishing Fund 

The Women’s Auxiliary to the 
Alexandra Hospital Trust, Ingersoll, 
Ont., reports fair progress in the cam- 
paign for funds to furnish the new 
hospital, now under construction. Each 
week they provide information to the 
public regarding the progress of the 
campaign. In addition to voting $2,000 
toward the fund, members of the 
auxiliary are touring out-of-town hos- 
pitals to gather ideas and suggestions. 
The Auxiliary is also undertaking to 


compile a remembrance book which 
will contain historical data, sketches, 
and snapshots of interest and signifi- 
cance in the years to come. 

a) As 


Port Arthur Aid Collects Tin Foil 

The General Hospital Ladies’ Aid, 
Port Arthur, Ont., has launched a 
drive for the collection of tin foil and 
metal tubes to raise funds for furnish- 
ing an emergency operating room at 
the hospital. Stores, restaurants, and 
business establishments are co-operat- 
ing by displaying signs. The Aid is 
appealing for clean and flattened tin 
foil and offers instructions for easy 
removal of adhering paper. 

a Oe ae 

Port Arthur Aid Collects Tin Foil 

The fourth Auxiliary to Surrey 
Memorial Hospital at Surrey, B.C., 
was organized last month for Straw- 
berry Hill and Newton. Other 
auxiliaries are at South Surrey, 
Crescent, and Johnston Heights. 

ae a 


B.C. Aid Features Baby Show Case 


A member of the Royal Columbian 
Auxiliary, New Westminster, has de- 





signed an attractive show case to dis- 
play the baby clothes made by the 
auxiliary and sold in the hospital. The 
case is to be placed in a strategic 
location near the elevator on the 
maternity floor of the new wing. 


A oe SS 


Small Membership but 
Great Interest at Burn’s Lake, B.C. 


With a membership of only ten, the 
auxiliary to 20-bed Burn’s Lake Hos- 
pital, B.C., has made spectacular 
efforts to help the hospital. It has 
purchased an incubator, a bed com- 
plete with spring and mattress, and 
rubber stair treads. 


GENERAL DUTY NURSES 
WANTED 


For modern 90 bed hospital in heart 
of B.C. Population 6,000. All enter- 
tainment facilities, in pleasant climate, 
2% hours by air from Vancouver. Fare 
up to $60 refunded after six months. 
Straight eight hour day. Current 
R.N.A.B.C. agreement in effect. At- 
tractive residence. Apply Miss E. 
Jones, Reg.N., Acting Superintendent 
of Nurses, Prince George and District 
Hospital, Prince George, B.C. 





SPECIAL OFFER 





HEAVY ALUMINUM 


21 quart 


Stock Pot 


12” Diameter 


PRICE $11.00 NET 


F.0.B. Montreal 


Aluminum Pitchers 
one quart size 


PRICE $1.55 


F.0.B. Montreal 


BELL RINFRET & CO. 


LIMITED 


366 Notre Dame West, Montreal 
Toronto Office: 94 Wellington St. W. Telephone: Plaza 2648 








ECONOMICAL 


Through actual use, 


the following prices: 





“DERMA-RUBO” 
has been proven economical—one pint 
does the work of five pints of alcohol. 


DERMA-RUBO is carried in stock in 
Montreal, Toronto, Winnipeg, Edmon- 
ton and Vancouver and available at 


PRICES TO PUBLIC HOSPITALS : 
1 doz. 8 oz. bottles “DERMA-RUBO” @ $6.00 per doz. 
1 doz. 16 oz. bottles “DERMA-RUBO” @ $10.80 per doz. 
1 only whr (80 oz.) “DERMA-RUBO” @ $4.25 each. 
1 only gal. (160 oz.) “DERMA-RUBO” @ $8.40 each. 
5 only gals. (160 oz.) 


5,000 Leading Hospitals in the United States & Canada approve and use 


“Derma-Rubo"——— 


A Better Body Rub with a Four-Way Fortified 


Formula including 


NEW WATER SOLUBLE LANOLIN 


ONE (1) PINT 


BOTTLE 










“DERMA-RUBO” @ $8.20 per gal. 


. 10 only gals. (160 oz.) “DERMA-RUBO” @ $8.10 per gal. 


CANADIAN 
DISTRIBUTORS 


WINNIPEG e 





FISHER & BURPE, LIMITED 


EDMONTON e VANCOUVER 
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IN MODERN FOOD DISTRIBUTION EQUIPMENT! 


Through years of experience Metal Craft de- 
signers and engineers have acquired a first-hand 
knowledge of the practical requirements of each 
piece of equipment. 


Metal Craft Food Conveyors, Dish Trucks, Tray 
Carriages, etc., are soundly engineered and quality 
built for long, dependable service. 















Send for descriptive booklet giving full details 
of capacities, sizes, special features, etc. 


THE METAL CRAFT CO. LTD., Grimsby, Ont. 
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NO. 7501 
DISH TRUCK 





PLASTIC SERVING TRAYS—6 SIZES 
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Provincial Notes 
(Concluded from page 70) 


the hospital will cost in the neighbour- 
hood of $200,000. 


* * * * 


Toronto. By setting up a co- 
operative heating plant, four Toronto 
hospitals plan to cut their fuel bill by 
a total of $70,000 and to avoid capital 
expenditures of about $600,000. 
Present plans call for enlarging the 
existing heating plant of the Toronto 


General Hospital, extending its facili- 
ties to include the new Hospital for 
Sick Children, the new Mt. Sinai 
Hospital, and the Women’s College 
Hospital. It is hoped that the new 
system will be operating by fall. 


Quebec 


MontTreEAL. Under the direction of 
Dr. Ls. Ivan Vallee, the new x-ray 
division of Hopital St. Luc was 
opened in March. Privacy and rest- 





cy 


Tree Gugar 


ALCOHOL 


meets every 
Industrial need 


THE ALCOHOL DIVISION 


THE ONTARIO PAPER COMPANY LIMITED 


Sold and Distributed by 


APCO SALES LIMITED 


10 INDUSTRIAL ST., LEASIDE, ONTARIO 
WAREHOUSES. TORONTO, MONTREAL and THOROLD 


A, 


94 





WW, 





/ My 
Mui 


Wy Will 


fulness are the keynotes of the new 
section, which is tastefully decorated 
in soft shades, ranging from sky blue 
to crimson red. Patients have segre. 
gated waiting lounges with private 
dressing rooms; at no time do they 
come in contact with other patients, 
The new department occupies almost 
an entire floor of the south wing of 


the hospital. 
oe See 


MontTreat. A new clinic in plastic 
surgery and surgery of the hand was 
recently opened at the Notre Dame 
Hospital. The clinic will be under the 
direction of Dr. Georges Cloutier, a 
member of the surgical staff of the 


hospital. 
a a ae 


SHAWINIGAN Fats. The Grey 
Nuns of the Cross have purchased the 
Ste. Therese Hospital from that city. 
The Grey Nuns had administered the 
75-bed hospital since its construction 
in 1929. 


eS oe 


Westmount. The Herbert Reddy 
Memorial Hospital increased its capa- 
city last month by 11 beds through 
alterations. Nine rooms on the west 
side of the hospital include seven 
private and two two-bed semi-private 
rooms. Each room has an individually- 
matched colour scheme with acoustic 
tiling on the ceiling for quietness. 
Federal and provincial government aid 
will meet the entire cost. 


Nova Scotia 


SypNEY. Following the auditor's 
report that the City Hospital suffered 
an annual operating loss of $100,142, 
it is expected that rates at the hospital 
will be increased. The existing rates 
are said to be the lowest in the Mari- 
times, 


Novel Design for 
Maternity Ward 
Architects are designing maternity 
wards which will make confinements 
more enjoyable. In one ward design, 
already in use in Michigan, four beds 
are placed at each end of a large room 
containing in the centre a glassed-in 
nursery with eight cribs. This permits 
each mother to see her child and, by 
watching the nurse, she can learn how 
to care for it. 
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HOSPITAL SHEETING 





nd we are prepared to meet this demand 

ith a complete line of superior, high grade 

ubber and Vinyl Sheeting, quality guaran- 
eed. In a wide range of weights and a 
choice of Maroon, White or Clear. 







Absolutely Waterproof — Strong and Durable 


Use it with confidence! 


7s CANADIAN GENERAL-TOWER LIMITED ‘ 
agi\}p Galt, Ontario, Canada IN 
NA go” Branches at: “A ge” 


SAINT JOHN MONTREAL TORONTO WINNIPEG VANCOUVER 


For Real Heat Comport 
DUNHAM Yor-Uae DIFFERENTIAL HEATING 


It’s the ideal system for any type of building . . . affording a perfect 
balance between heat supply and demand. There’s no underheating 
or overheating, irrespective of outside weather conditions. Dunham 
“Vari-Vac” Differential Heating circulates sub-atmosphere steam, pro- 
viding a controlled variable heat output which is evenly distributed 
to all parts of a building. Thus there is no heat wasted and fuel sav- 
ings from 33% and more have been effected by users, where conver- 


sion has been made to this modern heating system. Ask your consult- 
Taal ing engineer or write us direct. 
te Cc. A. DUNHAM COMPANY LIMITED 







































The Dunham Cabinet Con- 4593 DAVENPORT RD. TORONTO 4, ONTARIO 
sures efficient heat distri- Halifax, Quebec City, Montreal, A rice shy semy mena Hamilton, Calgary, Edmonton, 
haggard we Poppe —_ Vancouver, St. John’s, Nfld. In England: C. A. Dunham Co. Limited, London. 
— on ee | Pee | 
THE PRIME FUNCTION OF HEAT IN A BUILDING IS TO PROVIDE COMFORT | D UN HAM | 
pcg See OFFICE ‘BUILDINGS. HEATING MEAN 
iy B aby we ae 25 & "EATING | 
“Sits MILAN soem, SS ces, Setettsell 
-" APARTMENT BUILDINGS - ” at MQ 
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For Shame 


(An editorial which appeared in the 
April issue of “Hospitals’’) 
FEW weeks ago, Collier’s 
published a two-part article 
under the heading “Our 
Shocking Accident Wards”. It was a 
vicious attack on voluntary hospitals 
and it carried all the ear-marks of 
gutter journalism. 

A staff writer appears to have been 
given two newspaper clippings, an 
expense account, and instructions to 
come back with a yarn that would 
smear the country’s non-governmental 
hospitals. 

One clipping concerned the death of 
a baby who had been denied hospital- 
ization a few days earlier on the 
advice of a physician. The other told 
of a girl who had been mistakenly 
pronounced dead by an ambulance 
driver. 

No hospital as such was involved in 
either case. The physician was 
absolved by a coroner. It was the 
ambulance driver’s own original idea, 
not the hospital’s, that he was compe- 
tent to pronounce someone dead. But 
these details were ignored, for only 


by ignoring them could the author 
develop her thesis, as follows: 

THat when publicly-owned _hos- 
pitals let an accident patient die, it is 
because they are without funds for 
this purpose, but when voluntary hos- 
pitals fail, it is because they are in- 
different to human suffering. 

Tuat voluntary hospitals should 
admit all accident victims at all hours 
and care for them as long as they 
need care, without worrying about 
payment for the service. 

Tuat voluntary hospitals should 
not only wait for accident patients to 
be brought in but should cover their 
communities with fast ambulance ser- 
vice—and have interns riding all 
ambulances. 

Thus the distorted story races on 
from untruth to half-truth to vindic- 
tive direct quotes from mysterious 
“medical experts” who for some reason 
are never named. 

Now had the editors of Collier’s 
been half as much interested in per- 
forming a real public service as in 
curdling the blood of their readers, 
they could have done so at no extra 
expense. 

Their premise was sound: Most 


communities do not have an adequate 
system for handling serious accidents, 
They had the essential fact at hand, 
Wherever a system is found to be 
adequate, a municipal government 
probably has assumed some financial 
responsibility. 

With no strain on the intellect they 
could see that local government must 
always accept some responsibility— 
not try to pass it along to the already 
burdened patients of voluntary non- 
profit hospitals. They could have 
emphasized this truth. They could 
have encouraged their readers, as tax- 
payers, to demand assumption of this 
responsibility by elected officials. 

Instead, the editors of Collier’s 
chose to spread confusion and _ so 
perpetuate a widespread municipal 
delinquency that costs many lives each 
year. They should be ashamed of their 
performance. 


Individuality is the salt of common 
life. You may have to live in a 
crewd, but you do not have to live 
like it, nor subsist on its food. 

—RHenry van Dyke. 











to prevent errors in blood grouping and cross matching 


BROWN BLOOD BOARD | — 





Minimizes the possibility of errors in blood grouping, 
Rh typing, Rh sensitivity testing and cross matching 
for transfusion by combining the latest approved tech- 
nics into a simplified, organized procedure. . . In 
emergency, can be used accurately by doctors or 
technicians not normally responsible for such testing. 
. . . Can also be used for routine Rh typing and sensi- 
tivity testing in maternity cases. 


The Brown Board! outfit consists of an 18” x 9%” metal 
plate on a hardwood base, with an Rh typing box?, re- 
agent bottles, test tubes, anti-serum bottle adapters, 
dropping pipettes and four-concavity slides for Rh 
typing. 

To reduce the possibility of errors, reagent bottles, 
tubes and adapters are permanently marked in different 
colors, matching the labelling and coloring of their 
respective positions in the Board. Their sizes or shapes 
also differ, so that they can fit only in their own positions. 


A-2800—BROWN BLOOD BOARD, complete with Rh typing box, anti-serum bottle 
adapters, reagent bottles, test tubes, dropping pipettes and four-concavity 
slides for Rh typing ...............0c00000. 

Price in U.S.A. — Canadian prices slightly higher. 


1. “A Note on Blood Grouping and Cross Matching with Special 
Reference to a Convenient Cross Matching Board.”—I. W. 
Brown, M.D. In press. 











141 EAST 25th STREET 





PRR tise 2 ea Ei ane each 


2. “The Demonstration of Anti-Rh Agglutinins—An Accurate and 


CLay-ApDAMsS COMPANY, INC. 


> NEW YORK 10 ee a “a 
Shewreems alse at 308 West Weshingtes Street, CHICAGO &, ILL. — 











Adapters will hold any commercial anti-serum bottle. 
Adapters and reagent bottles are designed to permit 
one-hand removal and replacement of dropping pipettes. 
A slot in the Board holds the Donor Card and Transfusion 
Request Form in front of the technician while tests are 
being made. A blotting paper holder is also provided, 
conveniently near the technician. 


Rapid Slide Test.”—L. K. Diamond, M.D. and N, M. Abel- 
son, M.D. J. Lab & Clin. Med., vol. 30, No. 3, March 1945. 
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Let Us Help You 


Reduce Your 


LAUNDRY Costs 


E have made a specialized 

study of the linen require- 
ments of the modern hospital and 
would welcome the opportunity of 
discussing with you modern 
methods of laundry operation. We 
can assist you in planning your 
laundry department so that your 
hospital is supplied with clean, 
sterile linen, attractively finished 
in sufficient quantities to meet any 
requirements. 


Our representative: will be glad 
to discuss and help you with your 
laundry problems. Please feel free 
to call on us. 





© 





Stanley Brock Limited 


WINNIPEG CALGARY EDMONTON VANCOUVER 


Laundry Equipment and Supplies of 
Recognized Quality 


Established 1902 


Western Representatives of the Canadian Laundry 
| Machinery Co. Limited, Toronto, Ontario 
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investigate the complete 
line of 


BLAKESLEE 


DISHWASHERS 


a size for every requirement 





All Blakeslee Built Dishwashers are designed to flood the 
dishes with the greatest amount of water with the proper 
temperature for thorough cleaning. When wash water is too 
hot it tends to bake food particles onto the dishes ... The 
rinse water in Blakeslee Dishwashers is kept at a temperature 
of 180° or over; so that the dishes will quickly dry without 
hand towelling and to sterilize the dishes to the greatest pos- 
sible degree . . . Write for detailed information. 


You will also be interested 
, in the new streamlined 
Blakeslee Built Peelers and 
Mixers to increase your kit- 
chen efficiency. Now avail- 
able in either Duco finish or 
gleaming Stainless Clad 
construction. 


Jeo BLEKESLEE 


) DISHWASHERS e PEELERS e MIXERS 
eS BUILT) 








. S. BLAKESLEE & CO., LIMIT 
1379 BLOOR ST. WEST, TORONTO 9, ONTARIO 
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Nursing Institute Proves Profitable 


The Ontario Conference of the 
Catholic Hospital Association of the 
United States and Canada sponsored 
an institute in nursing and nursing 
education at the University of Ottawa, 
March 21-25th. Miss Margaret Foley, 
Reg.N., M.S., director of nursing edu- 
cation for the Catholic schools of 
nursing in United States and Canada, 
gave able assistance from her wide 
knowledge and experience. 


In the interesting program which 
covered every phase of nursing and 
nurse education, both papers and dis- 
cussions were excellent. Field trips 
included a tour of the Parliament 
Buildings and a visit to the Mint. 
Delegates expressed satisfaction that 
the five days had been profitable and 
would prove an inspiration in the busy 
days of nursing school administration. 


Nfid. Gets Family Allowanes 


Approximately 45,000 family allow- 
ance cheques were mailed to New- 
foundland in April. The allowances 
total more than $700,000 per month 
and, it is expected that allow- 
ances will be paid to 48,000 families. 








Coming Conventions 


May 13-15—Annual Western Convention, Canadian Society of Laboratory Tech- 
nologists, Hotel Vancouver, Vancouver. 


May 16-21—Can. Assoc. of Medical Record Librarians Institute, Winnipeg. 

May 20-21—Canadian Society of Laboratory Technologists, Chateau Laurier, Ottawa. 
May 26-28—Canadian Hospital Council Biennial Meeting, Chateau Frontenac, Quebec. 
May 30-June 4—lInternational Hospital Federation, Groningen, Holland. 


May 31-June 3—Fifth A.C.H.A, Fellows’ Seminar, University of Pittsburgh, Pitts- 
burgh, Pa. 


June 6-10—American Medical Association, Annual Session, Atlantic City. 

June 12—Maritime Conference, C.H.A., Halifax, N.S. 

June 13-15—Maritime Hospital Association, Nova Scotian Hotel, Halifax. 

June 13-15—Maritime Hospital Auxiliary Association, Nova Scotian Hotel, Halifax. 
June 13-17—Canadian Medical Association, Saskatoon. 

June 15-17—Canadian Dietetic Association, Fort Garry Hotel, Winnipeg. 

June 16-18—Maritime Institute for Administrators and Trustees, Halifax. 

June 27-29—Catholic Hospitals of the Province of Quebec, Montreal. 


June 27-July 1—A.H.A, Institute on Hospital Pharmacy, University of California, 
Berkeley, Cal. 


July 3-5—Canadian Society of Radiological Technicians, Halifax, 

Sept. 24-25—American College of Hospital Administrators, Cleveland. 
Sept. 26-29—American Hospital Association, Cleveland. 

Oct. 3-8—Western Canada Institute for Administrators, Regina. 

Oct. 31-Nov. 2—Ontario Hospital Association, Royal York Hotel, Toronto. 


Noy. 2-4—Associated Hospitals of Alberta, Palliser Hotel, Calgary (changed from 7-9). 


Nov. 17-18—B.C, Hospitals Association Convention, Vancouver Hotel, Vancouver. 











STERLING GLOVES 


The Results of Continued 
Laboratory Experiments 
and Improvements 


Specialists in 
Surgeons’ Gloves 
for over 36 years. 


STERLING 


CONSULT 
DESIGN 
SUPPLY... 


Everything from one room to 
complete Hospital Furnishings 













RUBBER CO. 


—— LIMITED — 
GUELPH - ONTARIO 


The STERLING trade-mark on 
Rubber Goods guarantees al! that 
the name implies. 

















TORONTO MONTREAL 


SPECIAL CONTRACT DIVISION 


REGINA 
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Medical Women 
(Concluded from page 47) 
therapy of malaria, the life history 
of malarial parasites, and the ef- 
fects of drugs on them. She has 
published numerous papers on 

entomology and parasitology. 

Dr. Lucy Bryce, a graduate of 
Melbourne University, has been 
engaged in research work both in 
Melbourne and at the Lister Insti- 
tute, London. Since 1929, she has 
been honorary director of the Red 
Cross Blood Transfusion Service. 
Australia was the first allied coun- 
try to institute and carry through 
successfully the task of blood 
grouping all defence forces. Dr. 
Bryce and her team also made 
blood group surveys of Maoris, 
Papuans, Fijians, Filipinos, Japa- 
nese, Melanesians, and Indonesi- 
ans. It is hoped that, by the com- 
bined efforts of anthropologists, 
geneticists and experts in serology, 
clues will be found as to the time 
relationship in pre-historic periods 
of the various migrations. 

Another Melbourne graduate, 
Dame Jean Connor, was awarded 
one of the highest civil honours. 
She was made a Dame of the 
British Empire in recognition of 
her work on infantile paralysis. 
Since‘ 1928 she has been honorary 
medical officer of the physio- 
therapy department of the Chil- 
dren’s Hospital, Melbourne. 

Private practice claims many of 
the women when they graduate, 
and they report that the prejudice 
which existed against them is 
dying. Specialists in every branch 
of medicine have their brass plates 
beside those of the men in the 
Harley Streets of the Australian 
capital cities. 


Booklet for Better Public Relations 


Directors of the Oshawa General 
Hospital, Oshawa, Ont., are undertak- 
ing to charge their community with a 
keen sense of responsibility and a 
great measure of interest in their hos- 
pital. The medium they have chosen 
is a well-illustrated booklet which por- 
trays the functions of a modern hos- 
pital and indicates, through historical 
items, facts and figures, the tremendous 
growth of the hospital and its compel- 
ling need for further expansion. 















Scientifically Planned 





Central Service Rooms... 





CAsTLE engineers do continuous research on the problem 
of Central Service Rooms in the hospital. They are glad to 
consult with you on your particular requirements . . . to 
show you where and how to locate and equip your Central 
Service Room for maximum efficiency. 


WRITE: Wilmot Castle Company, 1176 University Ave., 
Rochester 7, N. Y. 


Central Sterile Service for Sur- 
gery, dry goods, sterile water, 
utensils and instruments. A spe- 
cialized service designed for spe- 
cial needs. 





Central Service Room with pro- 
vision for bulk sterilization of 
dry goods and utensils and pro- 
duction of pure distilled water. 











Central Sterile Service, installed be- General Supply Service for bulk 
tween 2 surgeries, provides for wash- sterilization of dry goods and 
ing and sterilizing instruments, sterile utensils. Car and carriage safe- 
water, emergency sterilization of in- guard technique and facilitate 
struments. continuous operation. 


THE STEVENS COMPANIES CASGRAIN & CHARBONNEAU, LTD., 





vl 
Seal. Sanecens ’ sf ip — 








Aseptic Food Handling 
(Concluded from page 43) 


Trays are aluminium, and after two 
years of sterilizing three times a day, 
are still in perfect condition. Due to 
the size of the dishwashing machine, 
the trays cannot be accommodated 
and a sterilizer is used. The trays 
remain in boiling water in the steril- 
izer for 20 minutes. The “clean” girl 
then removes and dries them with a 
clean towel. The tray racks are 
scrubbed with soap by the “contam- 
inated” girl and clean dishes and trays 
are placed on them by the “clean” 
girl; they are then returned to the 
diet kitchen. The girl who works on 
the soiled side of the dish machine 
cleans the table running to the ma- 
chine and the machine itself. She 
then removes her gown, scrubs her 
hands and arms, and returns to the 
diet kitchen. The dishwashing room 
contains a sink with paper towels on 
the wall above and a pedal control 
green soap dispenser for scrubbing 
hands. 


Between Meals 


kitchen. They are distributed by the 
ward maids in the morning and after- 
noon, and by the orderlies in the 
evening. Additional glasses are pro- 
vided for this and are stored in the 
utility room when not in use. Nourish- 
ment glasses and water glasses are 
washed with green soap and placed in 
a steam sterilizer for half an hour by 
the ward maids and orderlies in the 
utility rooms. 


Staff Dining-Rooms 

The staff and sub-staff dining-rooms 
are located on either side of a pantry 
which serves both units. The sub-staff 
members are served cafeteria style 
from a food truck which is plugged 
into a wall in the pantry, and the staff 
members are served by waitresses from 
the same truck. To ensure protection 
of all employees, the pantry contains 
its own dishwashing machine for the 
dishes from these dining-rooms. 


Size of Staff 
The chest unit employs seventeen 
kitchen maids, which may appear to 
be an excessive number. However, 
there are several contributing factors 


quired for dishwashing and sterilizing: 
the fact that 122 patients are fed from 
four units, due to the construction of 
the building, and the different types 
of patients; and the fact that the 
kitchen maids work a straight shift 
and a 44-hour week. Forty more 
patients could be fed here without an 
increase in staff. 

Through the use of staff training 
and modern equipment, any dietary 
department may serve its tubercular 
patients without the problem of help 
shortage because of ignorance, and 
without the danger of transmission of 
the disease because of faulty technique. 
As a result, the food service may be 
conducted with the highest protection 
for the patients and for the employees. 


Ottawa Names Dr. G. E. Wride 

Assistant to Dr. F. W. Jackson 

Dr. G. E. Wride has been appoint- 
ed as assistant to Dr. F. W. Jackson, 
director of health insurance studies 
at Ottawa. Prior to assuming his 
new duties on May Ist, Dr. Wride 
was director of hospital planning and 














Patients’ nourishments are prepared —the extra time required to follow standards, Department of Health, 
by the kitchen maids in the main aseptic technique; the extra time re- Saskatchewan. 
Write or Phone Our 


5s Needed in Euery Hospital Laundry 


Rapid Loading—Rapid Drying—It Speeds up the 
laundry work —No waiting for clothes to dry. 


No. 2 Rapid Tumbler 
Dryer — capacity 26 
pounds of dry clothes 
in 30 to 45 minutes. 
Cylinder 36” diameter, 
24” deep. Supplied 
with steam, electric or 
gas heater. 


No. 3 Rapid Tumbler 
Dryer — capacity 32 
pounds. Cylinder 36” 
x 30”. Equipped with 
gas or steam heater 
only. 

s 


Write for catalogue and 


price list 
of Complete Laundry 
Equipment. 


J. H. CONNOR & SON LIMITED 


10 LLOYD STREET - . 


WINNIPEG 
242 Princess St. 





MON’ 
4026 St. Catherine W. 


Montreal, Ottawa, Quebec, Toronto, Winnipeg, 
Vancouver, Calgary, Regina, Saskatoon, Edmonton, 
OTTAWA, ONTARIO Chicoutimi, Drummondville, 74 Union St., St. John, N.B. 


TREAL 











Hospital Supply and 
Contract Department 


when you require — 


CHINA - GLASSWARE 
SILVERWARE 
HOTELWARE 


CASSIDY'S LIMITED 


FURNITURE 
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E & J, Folding Wheel Chairs require LESS 
hospital space 


Compare the space required for 
two, non-folding chairs with that 
required for FIVE FOLDING E & J 
Wheel Chairs. With hospital space 





requirements at an all 


time high, 


isn't it logical to specify E & J 
Folding Wheel Chairs for hospitals, 
sanitariums and rest homes. Hospi- 
tal superintendents are cordially 


sien | to inquire about the complete line of E & J Wheel Chairs, parts and accessories. 
Custom designed models a specialty. 


lightest 

end Strongest 
Chromium 
Plated 


Width, open, 
24 inches 
Folds to 

10 inches 





TRAVELER 
MODEL 


UNIVERSAL 
MODEL 


TORONTO 


THE 








WINNIPEG CALGARY 


COMPANIES 


VANCOUVER 








JESS Se 





MAY, 1949 








PROLONGED 


‘D E T T ©] L’ THE MODERN ANTISEPTIC 


RECKITT & COLMAN 


After the successful application of an 
antiseptic, there still remains the risk 
of fresh contamination by pathogenic 
organisms. It is important, not only 
that the barrier should be effective 
when first set up, but that the 
protection should be prolonged. 

The protection conferred by ‘ Dettol’ 
is durable. It has been shown that if 


PHARMACEUTICAL 





(CANADA) LTD. 
DIVISION, 


PROTECTION 


30%, ‘ Dettol’ is applied to the skin 
and allowed to dry, the area remains 
insusceptible to fresh infection by 
streptococcus pyogenes for at least two 


hours.* 


* This experimental finding (F. Obstet. Gynaet. 
Brit. Emp. Vol. 40 No. 6) has been confirmed in 
obstetric practice extending well over a decade, 





Reckitt & Colman Ltd. 


By Appointment 
Suppliers of Antiseptics 
to H.M. the King. 


MONTREAL. 


[m.37) 
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Wanted 
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ASSISTANT SUPERINTENDENT 
OF NURSES 
SCIENCE INSTRUCTOR 
NIGHT SUPERVISOR 


The present hospital is in process of 
reorganization in preparation for trans- 
fer to new hospital (capacity 162 beds) 
and new nurses’ Residence now under 
construction. To prepare for the larger 
unit the School of Nursing requires 
added teaching and supervisory staff. 
Apply stating qualifications, experience 
and salary expected to Superintendent 
of Nurses, Sherbrooke Hospital, Sher- 
brooke, P.Q. 





WANTED IMMEDIATELY 
MEDICAL RECORDS LIBRARIAN 
Apply direct to the Winnipeg General 


Hospital, Superintendent’s Office, Win- 
nipeg, Manitoba. 





TRAINED RECORD LIBRARIAN 


To open and organize a department 
of records. Apply to the Superinten- 
dent of the Trail-Tadanac Hospital, 
Trail, B.C., stating salary which might 
be expected. 





OPERATING ROOM TECHNIQUE. 
By Edythe Louise Alexander, Reg.N., 
Supervisor of the operating rooms, 
Roosevelt Hospital, New York City. 
668 Illustrations. Pp. 765. Second 
edition. Price $11.00. C. V. Mosby 
Company, St. Louis, Mo. Canadian 
Agents, McAinsh and Company Ltd., 
Toronto. 1949. 

This very practical work for nurses 
and interns has now gone into a 
second and revised edition. Initial 
chapters deal with the general ar- 
rangement of the operating room, 
care and cleaning, nursing personnel, 
sterilization, preparation of operative 
areas, anaesthesia, duties of nurses, 
draping of the operative field, and 
other basic considerations. There 
follows a series of chapters on vari- 
ous operations, noting the instru- 
ments, et cetera, required, the prob- 
able anaesthesia, the position, prepar- 
ation, draping, and other desirable 
information. 

In the second edition the text has 
been amplified, both fundamental 
principles and the methods of oper- 


ating room technique being more 
fully described and illustrated. An 
outline for a series of lectures op 
operating room technique is included, 
Many . additional operations have 
been described and new techniques 
have been included for others. The 
work is profusely illustrated and 
seems to be quite up-to-date. 


REGISTERED LABORATORY 
TECHNICIAN 


Registered Laboratory Technician for 
135 bed hospital in Saskatchewan. 44- 
hour week. Also 

QUALIFIED DIETITIAN 


44-hr. week. Apply giving full part- 
iculars or for further information to 
Box 229 H, Canadian Hospital, 57 Bloor 
St. W., Toronto 5. 





SCIENCE INSTRUCTOR 


Science Instructor for Fall Tern; 
150-bed hospital—60 students—44-hr. 


week. Also 
OBSTETRICAL SUPERVISOR 
Obstetrical Supervisor: Advanced 


course in Obstetrical Nursing—immedi- 
ate opening. Apply stating qualifica- 
tions, experience and salary expected 
to: Superintendent of Nurses, The 
— Hospital, Moncton, New Brun- 
swick. 








HOT 
WATER URN 


made of 
Long-lasting 

Rustless 

MONEL 


vW 


quiries arc invited. 





Smart in design and appearance is this hot water urn | 
made of strong, tough, corrosion resistant Monel.* A 
solid metal, there is no coating to chip, crack, peel off 
or wear away, and Monel’s glass-smooth surface is 
non-porous and extremely sanitary. We have a complete 
line of kitchen equipment for your requirements. In- | 


*Monel is a registered trade mark of the 
International Nickel Company. 











SERV-ALL COMPANY 


4020 Dandurand St., MONTREAL, Que. 











Hospital and Institutional 


CROCKERY, SILVER 
GLASSWARE 


JOHN MADDOCK & SONS, LTD. 


We specialize in Institutional Equipment and 
| sell direct. May we send you quotations on 
| any of the above lines you may require? 


BRITISH & COLONIAL 
TRADING CO., LIMITED 


284-286 Brock Ave., Toronto 3 


and 


Distributors for 


ENGLAND 
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Rehabilitation Lodge 
(Concluded from page 33) 
educational instructor to act as prin- 
cipal of education, as well as a qualified 
teaching staff for the purpose of teach- 
ing academic, commercial, and _ tech- 
nical courses.” To cover the other 
important phases of rehabilitation, the 
services of occupational therapists, 
psychiatrists, psychologists, medical 
social workers, and padres are re- 

quired. 
Vocational Guidance 

For vocational guidance purposes, 
patients are screened by means of a 
series of casual interviews during the 
first week following admission. A case 
conference is then held and the patient 
is discussed by the staff from the 
various aspects of rehabilitation. In 
the second week, the patient is as- 
signed to a course of his own choosing 
and later pre-vocational. exploration 
commences. According to Dr. McKone, 
“A man is considered rehabilitated 
from the vocational aspect when he 
has discovered his natural talent or 
ability and developed it to the extent 
that he is ready for employment in the 
field for which he is best suited and 
qualified. When this achievement 
has been accomplished, it is reason- 
able to rest assured that the person 
concerned will be able to complete his 
daily tasks with efficiency and ease, 
while at the same time he will enjoy 
his work. His work should be like a 
hobby. His possibilities of advancing 
himself in any particular trade or 
profession are certainly not lacking. 

“The work being carried on is not 
without pitfalls. However, it is hoped 
that many of those who otherwise 
would constantly be misplaced voca- 
tionally, will ultimately reach a state 
of physical, mental, social, economic, 
and vocational security.” 


Cancer Film for Joint 

Educational Campaign 
A film, tentatively titled “The 
Scientist Versus Cancer”, is to be 
made in Canada for use in an educa 
tional cancer campaign, sponsored 
jointly by the United States and 
Canada. It will be designed to 
interest high school and_ college 


students in cancer research as a | 
career, by describing what cancer re- | 
Search means, what it has so far | 
accomplished, and what directions it | 


is taking. 
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ELECTRIC 


CANNON 
ELECTRIC 


SIGNAL SYSTEMS 


NURSES’ 
SUPERVISORY STATION 


EXPLOSION PROOF SWITCH 


. 





COMPLETE SIGNAL SYSTEMS 
for COMMERCIAL and HOSPITAL USE 


SILENT PAGING SYSTEMS 


with dial control pages 2 to 4 names simultaneously, quietly, silently. 
Dialing control panel not shown in above display. 


BEDSIDE CALLING STATIONS 

pull cord type shown above. New locking pushbutton available in 
1948. Eight basic styles of calling stations to meet all needs of private 
room and ward. 


VISUAL ANNUNCIATORS 


for quiet paging in factories, hospitals, etc. with 6 to 100 lights. 
Equipped with intermittent soft tone buzzer, which may be cut off 
with switch. 


CORRIDOR, DOOR & AISLE LIGHTS 


of various types for a variety of uses. Standard bayonet-type automo- 
bile lamps, used in red, green, blue, amber, opal, etc. 


IN-AND-OUT REGISTERS 


with 10 to 100 names: manual type, single face, illuminated, double 
face, single pole and 3-way switches. Also remote control; message 
slots. For hospital staff doctors, commercial offices, institutions, etc. 


Contact our representatives in principal cities or write for 
Signal Systems literature. .. Address Department L-231. 











Health Care Plans 
(Concluded from page 58) 
Blue Cross Reports on 
Total Income and Expenditure 

A total of $270,928,123 was paid 
to hospitals by Blue Cross plans in the 
United States and Canada in 1948, 
representing a total of over 26,000,000 
hospital days’ care. Payments for 
members’ care last year were $59,535,- 
238 greater than in 1947. 

Total income for all Blue Cross 
plans in 1948 was $317,473,030 and 
85.34 per cent of that amount went 
directly to hospitals for service to 
members. An additional $15,687,702 
or 4.94 per cent was allocated to 
reserves for future hospitalization. 
Combined operating expenses of all 
plans were $30,857,205 or 9.72 per 
cent of income, the lowest ratio of 
operating expense to total income in 
Blue Cross history. As compared with 
the operating expense of former years, 
the 1948 figure of 9.72 per cent is 
1.42 per cent lower than in 1947 and 
3.29 per cent lower than in 1946. 


Total enrolment in Blue ‘Cross 
plans now numbers more than 
33,000,000 persons. 


How B.C. Plan 
Is Being Financed 

Residents of British Columbia are 
being reminded daily that social 
security does not come free. On July 
1, 1948, the new provincial tax of 
three per cent on retail sales went into 
operation to raise $12,000,000 an- 
nually, two-thirds of which will go to 
support the province-wide hospital 
care plan and old age pensions fund. 
The per capita contribution (with a 
family maximum of $30) will not 
wholly finance the hospital care plan 
and the government has resorted to 
the sales tax to cover the deficit. 

All meals in restaurants and hotels 
and even small purchases are taxed 
the three per cent; on a child’s toy 
retailing fifty-two cents the merchant 
collects two cents for the government. 
The tax on a fifteen cent weekly 
magazine is one cent.—The Telegraph 
Journal (Saint John, N.B.), Oct. ’48. 


Value of the Individual 
There is always a danger that 
science and altruism will become im- 
personal. Science should be object- 
ive. And benevolences should be 





efficient. But science and benevolence 


in a hospital never should degenerate 
into impersonal objectivity and mech- 
anical routine, where individuals are 
lost sight of or treated as insignificant, 
—Harry Milton Taylor, D.D., PhD, 





Auncuncement 


We are prepared to 
serve you to your ad- 
vantage on Instruments 
and Supplies for Phy- 
sicians, Surgeons and 
Hospitals. Also, we 
have in stock a large 
assortment of War Sur- 
plus Medical and Hospi- 
tal Supplies. 


We welcome your enquiries. 


GILBERT 


SURGICAL SUPPLY CO. 


270 Parliament St., Toronto 2, Ont. 























EFFICIENCY ECONOMY SANITATION 


require that every article of linen— 
whether bed linen, towels, or the 
uniforms and other wearables of 
doctors and nurses are marked. 


or ins 





CASH’S 
29 GRIER ST., 


REGULAR PERSONAL NAME PRICES 


12 doz. $3.30 6 doz. $2.20 
9 doz. $2.75 3 doz. $1.65 


FOR POSITIVE 
STERILIZATION 


ATI 
STEAM: 
On 


LOS ANGELES 16 


changes. 








5000 W. JEFFERSON BLVD, 


STEAM-CLOX record 
sterilization in un- 
mistakable color 


EXACT 
STERILIZATION 


STEAM-CLOX are the only con- 
trols that determine definitely, 
Time, Steam, Temperature, indi- 
cating the success or failure of 
your sterilizing technique. You 
know, positively, if every pack is 
absolutely sterile. STEAM- 
CLOX are automatic, certain. Ab- 
solutely will not react to dry heat. 


| 












BELLEVILLE, ONT. ATI 


The 








J. fF. HA Ra 2a. 


CANADIAN AGENTS - TORONTO 


SUPPLY 


STEAM-CLOX make your hospital error-proof in this 
vital department, and at a cost of only 24%c per pack. 
Write today for ample free supply for proving in your 
own autoclave. See for yourself why so many hospitals 
use STEAM-CLOX. 


ORDER ATI STEAM-CLOX FROM YOUR DEALER TODAY 





Limited 
MONTREAL 





The CANADIAN HOSPITAL 


























Travel Refreshed... 
Have a Coca-Cola 




















Pay 


) 


Canta | 





——— 












COCA-COLA LTD. 
























Is THOMAS GIBSON T. FRANK SLATTERY JOHN P. CLUFF 


Thomas Gibson & Company Limited, Hospital Sanitation, 62 Sherbourne Street, 
Toronto, announces the election of Mr. T. Frank Slattery as Vice-President, and Mr. 
John P. Cluff as the Director of the company. 




















